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WE LIVE 


W E ARE TOLD every day of the aging of 
the population, of the fact that certain factors 
—the stopping of immigration, lower birth- 
rate, and greater survival—have radically 
changed the pattern of age distribution in the 
United States. While in 1900 only 4 percent 
were in the 65 and over bracket, estimates 
show that in 1950 there will be about 8 per- 
cent. While in 1900 there were slightly over 
3 million persons in this category, in 1950 
there are expected to be 11 million. Not only 
do more people reach the age of 65 but their 
expectation of living beyond that period has 
improved, the average age of death being 
later now than it was in 1900. 

Is this a benefit to humanity? Have we 
lived through childhood diseases in order to 
enjoy health and happiness in the last third 
of the life span? Or have we gained these 
desperately fought for additional few years 
only to have them marred by the miseries of 
declining physical and mental powers and the 
economic and social nightmares which stalk 
a helpless old age. 

At last society is becoming interested and 
beginning to recognize that the special talents 
of many professions as well as community 
cooperation on a broad scale are necessary 
to solving the many problems involved. 

In the community program of planning and 
action, public health nurses have an inevitable 
and enviable part to play. That it is inevita- 
ble is shown by the current impact on agency 
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service of the growing amount of time neces- 
sarily devoted to older patients with chronic 
or long-time illness. In some agencies a third 
or more of all service goes to this group. That 
it is enviable can be seen from the fact that 
some of the problems can be solved without 
too much delay, and that public health nurses 
are in the fortunate position of being able to 
do a lot about them. 

Authorities have said that the problems 
of aging must be met along biological, clinical, 
social, and economic lines. Is senescence 
inevitable? is a question which biologists must 


answer. We know that in tissue culture under 
proper care the single cell is immortal; 


when it becomes dependent on other cells, 
problems of synchronization arise. Among 
human beings, the onset of old age varies in 
families, peoples, and races. It varies ac- 
cording to climate. In the animal kingdom 
the species have typical and vastly differing 
life spans. Even in the human body, aging 
does not proceed uniformly, some organs aging 
more quickly than others. To a certain ex- 
tent research has shown that many of the 
aging processes are modifiable—that is, they 
can be hastened and retarded. Such study is 
in its infancy and has been confined mostly to 
animals. It is in this connection that such 
men as Dr. V. Korenchevsky of Oxford warn 
that in the present state of our knowledge it 
is dangerous to experiment with hormones on 
humans. This authority states that when we 
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try to stimulate the senescent organ to become 
young again by glandular injections we also 
get questionable results in other directions. 

Along clinical lines too the problems of 
aging have been neglected. We need to know 
what can be done at each stage in the life 
span to give the individual a strong con- 
stitution, and how we can protect him from 
the effects of those factors which accelerate 
the aging process. The science of nutrition 
has much that is hopeful to offer and Dr. C. 
Ward Crampton has written in this issue 
(page 320) some of the dangers and benefits 
to be looked for in the everyday diet. In 
future months the magazine will touch upon 
other aspects of old age. 

The economic plight of older people must 
be considered. This year, for example, only 
one fourth of those 65 and over are em- 
ployed—43 percent of men and 9 percent of 
women. Certain financial helps are available 
to them such as official and private old age 
plans, personal savings, and support from rela- 
tives and friends, but even so 40 percent suffer 
from economic hardship under present high 
living costs. In the current state of the labor 
market, with greater unemployment, the old 
and ‘‘nearly-old” (those between 45 and 63) 
will be among the first to suffer. This empha- 
sizes the irony of the fact that age is not only 
chronologic but physiologic. By arbitrarily 
identifying the aged as “65 and over,” our 
laws, rules and regulations must ignore the 
fact that a man may be young at 80 or old at 
40. 

Nor are the difficulties of the aged only 
economic. Their occupational recrea- 
tional needs are special. The lack of housing 
suitable to their needs is prevalent and dis- 
tressing. Their medical care needs are greater 
than those of younger people. One in 8 people 
65 and over suffer from some form of disa- 
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bility, and as they grow older the sickness rate 
increases. These are all matters of community 
as well as family responsibility. 

What specifically can public health nurses 
and their agencies do toward helping old 
people achieve their rightful place in the 
sun? 

Through thoughtfully prepared staff edu- 
cation programs they can acquire a sensitivity 
to the needs of older people and an active 
concern for their welfare. What is the size of 
the problem—in the community, in the 
agency's service-—and how far is it met? 
Does the agency know how many patients it 
is serving who are 65 years and over? Has a 
breakdown been made of specific services to 
this age group? Has the agency studied the 
social and economic factors affecting the lives 
of these old people, in relation to nursing 
care? Has the nursing care given been of the 
highest possible quality—if not, why not? 
Has the community worked out a cooperative 
program for care of the aged, divided between 
hospital and home? (See also page 343.) 
Has there been special study of how service 
to older people may become more expert, or 
study of better ways of teaching the family 
or others to give care between nursing visits? 
Has thought been given to the mental hygiene 
of the aged and to fostering better mutual 
understanding in families between the different 
generations under one roof? 

In everything we do to help make the world 
an easier place for older people to live in, 
we are helping ourselves, since with the passing 
months, each one of us draws closer to the 
time when we too will be “65 and over.” 
For the individual, growing old is a point 
of view. Let us take our increasing years 
with equanimity, common sense, and under- 
standing of the contribution we can, in our 
maturity, continue to bring to civilization. 
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DISTRICT HEALTH UNIT AND 
VOLUNTARY NURSING AGENCY 


ANNE R. WINSLOW and C.-E. A. WINSLOW 


— THE most basic public health 
issue now faced by the American people is the 
problem of organizimg adequate local health 
units for the rural areas of the nation. Pub- 
lic health is a local community task. We have 
a Federal Public Health Service whose 
century-and-a-half of history is a justifiable 
source of pride. We have state health de- 
partments which—with a few unfortunate ex- 
ceptions—are rendering competent and, in 
many cases, distinguished service. These 
central organizations provide essential factors 
of leadership; but the actual work of building 
health must be performed along Main Street 
and in the alleys behind it, out on the farms, 
in the remote countryside. For this we need 
local health machinery operating at the grass 
roots. To provide such machinery will con- 
tinue to be a major challenge to the public 
health profession for the next decade. 

The traditional machinery of government 
in the United States does not lend itself readi- 
ly to the development of effective local health 
departments for rural areas. In the North- 
eastern States autonomous towns—sometimes 
with populations numbered in the hundreds— 
have operated under part-time medical health 
officers, or, in states like Maine and Mas- 


Long-time friends of public health nursing, Mrs. 
Winslow is a member of the Board Members’ Organ- 
ization of Connecticut Public Health Nursing Asso- 
ciations and Dr. Winslow, editor of the American 
Journal of Public Health and chairman of Nopun’s 
Advisory Council, 
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sachusetts, under non-medical “agents.” Even 
where county health departments exist, part- 
time health service has been common. Yet it 
is abundantly clear that no local health serv- 
ice can be adequate unless it is developed 
under the leadership of trained full-time medi- 
cal health officers. Since no community of 
less than 30,000 population can economically 
employ such a health officer it has no alterna- 
tive except to leave its health tasks undone. 

It was realization of these facts which led 
the American Medical Association and the 
American Public Health Association in 1942 
to pass resolutions demanding that the entire 
continental United States be provided with 
local health units of such area and size of 
population as to be economically efficient. A 
‘local health unit” is simply a local health de- 
partment set up to serve a single city, or a 
group of smaller communities, each of which 
is too small to maintain adequate basic health 
service by itself. 

The American Public Health Association, as 
the directly interested professional agency, 
appointed a Subcommittee on Local Health 
Units which undertook to study the existing 
situation. Under the constructive leadership 
of Dr. Haven Emerson, this subcommittee has 
rendered an extraordinary service. Its first 
report, suggesting a workable plan for com- 
plete coverage of the nation with full-time 
local health service of at least basic minimum 
administrative quality, was published by the 
Commonwealth Fund in August 1945. 

In September 1946, through the assistance 
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of the W. K. Kellogg Foundation, a week-long 
conference was held at Ann Arbor with the 
health officers of the 48 states and their as- 
sistants directly responsible for the develop- 
ment and supervision of local health depart- 
ments. Here, there was practical unanimity 
on the general principles of the committee’s 
program, which indicated that the country 
could be served through approximately 1200 
county or multi-county local health depart- 
ments. 

Following this conference, the next step 
appeared to be informing and energizing the 
general citizenry, without whose support no 
movement can achieve its goal. Therefore, 
the Princeton Conference of September 1947 
was called. Here again, an unexpected un- 
animity of opinion and more important, a firm 
resolution for action, resulted. A National 
Advisory Committee has been organized, 
representing 45 national agencies (including 
not only health and medical groups, but such 
organizations as the National Congress of 
Parents and Teachers, the National Grange, 
the Aauw, the Ymca, et cetera) to work for 
the development of adequate health units in 
the areas now without such services. 

The results of this campaign have already 
been remarkable. A year ago, Dr. Emerson? 
reported notable progress in such states as 
California, Colorado, Florida, Georgia, Illinois, 
New York, Virginia, and West Virginia. There 
is much yet to be done before local health 
coverage through district departments of 
health under the direction of full-time trained 
health officers becomes universal throughout 
the United States. But—thanks to Haven 
Emerson—we are on our way. 


w™ ARE the implications of this im- 
portant movement for the public health 
nurse employed by a voluntary agency and for 
the board member responsible for the direc- 
tion of such an agency? 

This problem has already been presented to 
the readers of Pustic HEALTH NuRSING in an 
admirable article by Hazel V. Dudley,* pre- 
pared from the standpoint of a state director 
of public health nursing. Her statement is of 
particular significance as coming from a state 
in which defensive concepts of local “autono- 


my” have so far withstood the earnest efforts 
of the State Department of Health to develop 
local district health units of an effective type. 
Furthermore, in this state, opposition to the 
sound and business-like policy of organizing 
local health units has—it is said—sometimes 
been offered by local VNa boards, in the 
mistaken fear that the services they provide 
might be threatened by such a program. It 
is therefore important that the expert leader 
of public health nursing in such a state tells 
us that “We want all of our Connecticut com- 
munities protected by health units under the 
administrative direction of full-time qualified 
health officers; we want our public health 
nursing programs to provide generalized fam- 
ily health service as a part of or coordinated 
with the work of such departments; we want 
the guidance of qualified public health nursing 
supervisors. Progress in public health nursing 
in Connecticut depends upon the development 
of district departments of health.” 

The board member and the _ intelligent 
citizen interested in the promotion of public 
health along the lines of maximum economy 
and efficiency have a vital interest in this 
problem. Such unofficial representatives of 
the community have rendered yeoman service 
to our common cause. They deserve assur- 
ance that the development of “local health 
units for the nation” will not threaten the 
unique values of the contribution they have 
made, and must continue to make, to the 
progress of American public health. 

There is no reason to assume that the de- 
velopment of a full-time district health unit 
will lead to the abandonment—or the restric- 
tion—of the splendid work of the voluntary 
nursing organization. A well organized serv- 
ice for a population of 50,000 persons, on the 
Emerson standards, would call for 10 public 
health nurses employed by the health depart- 
ment to carry on the basic educational and 
control work of the health department itself. 
The complete public health nursing coverage 
of such a population including bedside care, 
would require 15 additional nurses, to bring 
the total allotment to the accepted ratio of 
1:2000 population. It will, in most cases, con- 
tinue to be the responsibility of the VNA to 
meet the latter need. 
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It is obvious, of course, that correlation and 
coordination of the nursing work of the official 
and nonofficial agencies is essential for giving 
the best public health nursing to the people 
whom we all serve; but the form which this 
relationship will take is a matter for local 
decision, following negotiations between the 
high contracting parties. If there are half 
a dozen VNA organizations in a given health 
district, they may combine their efforts in a 
single voluntary group; or they may maintain 
their local identity and coordinate their efforts 
by appointing delegates to a central advisory 
committee; or they may retain complete inde- 
pendence and continue their present programs 
each in its own area. They may—if they 
wish—confine their work to bedside care, and 
leave to the board of health the educational 
work and the law-enforcement procedures es- 
sential in the control of communicable diseases. 
Or, the board of health (as in New Haven and 
many other cities) may delegate its child 
welfare services, or its tuberculosis control 
work, to the VNA, making due financial con- 
tribution for its support. Or—-if both official 
and voluntary agencies so desire—they may 
work out a cooperative program for complete- 
ly generalized public health nursing, including 
all preventive and bedside services, but re- 
taining the VNa board as an advisory commit- 
tee with power to control its own contribution 
to the total cost on an annual contract plan 
(as at Seattle). Under such a plan, where ed- 
ucational and bedside care are combined, the 
well qualified public health nurse may be 
stimulated to provide a higher type of service. 
The details will be worked out by local agree- 
ment, according to local circumstances and 
under the effective control of local public 
opinion. 


HE VNA boards exist to make their com- 
T munities healthier and are deeply con- 
cerned that sick people may be nursed—to 
restore them to health or to, alleviate their 
sufferings. Public health nursing care is con- 
stantly changing so as to be more helpful to 
the individual, to make the patient more 
comfortable, to help build up the vitality of 
the individual family, to keep people from 
spreading diseases, and to promote the health 
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of the whole family. If the board members 
think of what their patients need and not of 
what the organization does, they realize that 
they must supply all the good public health 
nursing (either bedside or so-called educa- 
tional) possible; and that there must be a good 
health department in the community, if public 
health nursing is to have its greatest useful- 
ness. 


Ww". ARE THE positive advantages to a 
local VNa of a well organized district 
health unit on the Emerson plan? 

First, the existence of an adequately staffed 
full-time health department provides the es- 
sential background for any soundly planned 
program of a voluntary nursing agency. With- 
out such a background, the VNA must work in 
a vacuum. With such a background, the 
association can fully realize community needs, 
can visualize its true functions and fit them 
into the total broad health program which it 
serves. If there is a local laboratory, the 
diagnosis on which nursing service must be 
based can be made much more quickly than if 
samples must be sent to the state capitel for 
examination. If a competent health officer is 
“on the job” epidemics can be promptly 
checked and the total nursing load correspond- 
ingly reduced. If there are complete statistics 
as to local incidence of chronic diseases, the 
Vna can formulate its program with far greater 
efficiency. 

Second, only with a sound basic health 
program in operation, can the VNA actually 
accomplish satisfactory results in the care 
of its individual patients. In one family there 
may be housing problems or unsanitary con- 
ditions in the environment, which require 
correction for the maintenance of family 
health. How can these corrections be ob- 
tained without an efficient board of health and 
a competent public health engineer? In other 
families there is need for examination of a sus- 
pected case of tuberculosis, for child health 
clinic service, for psychiatric service, for 
epidemiological study of rheumatic fever, for 
care of the chronic sick. How can the nurse 
solve any of these problems without such basic 
services of a well organized district health 
unit? 
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Thirdly, the existence of an organized health 
district—while it does not force administrative 
amalgamation of small local units of nursing 
service—does offer a stimulus to the con- 
sideration of possible increase in efficiency and 
economy through coordination. Miss Dudley 
points out that in Connecticut 555 public 
health nurses are employed by 231 different 
official and nonofficial agencies. One hundred 
and fifty-eight of these are l-nurse agencies. 
In the recent Massachusetts Survey it was 
found that in the Metropolitan District sur- 
rounding Boston (but not including the city 
itself) 117 agencies employed 297 nurses. 
There were 51 agencies employing only 1 nurse 
apiece. 

This is clearly not a situation conducive to 
efficiency. No local VNa could or should be 
placed under pressure toward combination 
with other agencies, official or voluntary. But 
the process of thinking constructively in dis- 
trict terms might lead the voluntary boards 
toward simplification of the present complex 
and haphazard pattern. 

Fourthly, the district health program would 
be of invaluable service to the VNa in provid- 
ing the possibility of supervision. The nursing 
staff of the health department of a district 
with 50,000 population would provide 1 super- 
visor for every 9 staff nurses. The other 15 
nurses employed in the same area mentioned 
above are equally in need of competent leader- 
ship. The 1l-nurse or 2-nurse organization is 
today dependent on occasional visits from the 
state health department nurse; and under 
these circumstances it is clearly impossible for 
nurses in such small units to develop the 
scientific and sensitive type of service which 
modern standards of public health nursing de- 
mand. With a good official district organiza- 
tion, a certain amount of the necessary coun- 
sel and inspiration could come from the health 
district nursing staff; and, again, consideration 
of the problem in broad regional terms could 
aid the voluntary agencies themselves in secur- 
ing by cooperative action the constructive 
leadership which they need. 

Finally, health organization on _ district 
levels should prove of the greatest assistance 
in developing machinery for a continuing pro- 
gram of staff education. Public health nursing 


practice is not static. It is a living and grow- 
ing and expanding profession. With the 
maintenance of any desired degree of ad- 
ministrative autonomy, it should not be diffi- 
cult, in a health district, to develop joint pro- 
grams of staff education which would raise the 
efficiency of the service to a far higher level 
than that now generally attained in rural and 
semi-rural areas; and there would be great 
saving of travel time for the nurses if state- 
sponsored institutes could be organized on a 
district basis. The nurse must learn many new 
things all the time, especially in the nursing 
care of patients who are ordered new drugs 
by their physicians—in the care of cancer, 
rheumatic heart, and many other conditions,— 
either in bedside care or in health education. 
The isolated nurse, in a 1-nurse association is 
a lonely figure. If she is to do her job well, 
she must have help—not at long-distance from 
the State Capitol—but from local nurse asso- 
ciates and from a local leader in the broader 
fields of public health. 

As Miss Dudley has said, “How helpful it 
would be to a new public health nurse to 
have the concentrated assistance of an experi- 
enced supervisor in her orientation to the 
public health field; and to a public health 
nurse who has worked only in an urban area 
in learning to deal with the differences found 
in a rural situation. The other day a public 
health nurse in a remote part of the state tele- 
phoned the State Health Department for 
guidance on a problem she had met. She said, 
‘If we had a district department of health, 
I'd take this to my district supervisor.’ A 
district department of health would provide 
needed technical guidance and a continuous 
in-service education program.” 

In this nationwide campaign to secure ade- 
quate official health services for all the areas 
and all the citizens of the United States, there 
is a vital challenge to the board and commit- 
tee members of our voluntary nursing agencies. 

They are devoting their time and their in- 
telligence and their influence to this cause 
because they realize the vital importance of 
personal and family health as a cornerstone of 
national prosperity and national satisfaction. 
They have rendered a unique service by build- 
ing up the great chain of voluntary nursing 
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associations which constitute so characteristic 
a feature of American public health. 

It is good to realize that in certain com- 
munities there is already a trend—certain to 
increase in the future—to enlist the same sort 
of constructive citizenship in the support of the 
nursing services of the official agencies them- 
selves. The appointment of a special lay ad- 
visory board to give counsel to the health 
officer in the conduct of his division of nursing 
has proved of great usefulness in maintaining 
high standards of nursing service, and main- 
taining public support for such service. 

This magnificent contribution of the non- 
official nursing agencies is, however, a part of 
a larger picture. Nursing is the major single 
specialty in the field of public health; but it 
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requires for its maximum results a background 
of other health services, hospitals, clinics, 
epidemiology, sanitation, which only a well 
organized official health department can 
supply. The development of such a sound 
background is essential, not only for the effec- 
tive conduct of the nursing program of the 
Vna itself, but also for the attainment of those 
larger ends which both the official and the 
nonofficial agency have been designed to serve. 


1 Scheele, L. A. Anniversary Program—150th Year 
U. S. Public Health Service. American Journal of 
Public Health, March 1949, v. 39, p. 293. 

~ Emerson, Haven. Present Status of Local Health 
Units. Pusric HeAttH Nursinc, June 1948, v. 40, 
p. 304. 

3 Dudley, Hazel V. 
Department. Pusric 
1949, v. 41, p. 13. 
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ON THE EDUCATION OF NURSES 


Thirty-six years ago this month, June 23- 
25, 1913, occurred the first annual meeting 
of the Nopun, and the first joint meeting of 
the three national nursing organizations, 
NLiNE, Ana, and Nopun. Addressing the 
combined group, Lillian Wald, honorary presi- 
dent of Nopun said: 

“This conference will record. the significant 
fact that the nurse no longer feels herself 
qualified to care for people unless she has been 
trained to recognize and report upon symptoms 
other than those of her patient. Instruction 
in measures for protection and relief in hous- 
ing, on labor legislation, on school laws, is a 
necessary part of her equipment, and above 
and beyond all is the personal and spiritual 
attitude, and the realization that she is not 
only serving the individual, but promoting 
the interests of collective society. In the 
vernacular of our day, there are campaigns 
of education, campaigns for the reduction of 
infant mortality, campaigns against tuber- 
culosis, campaigns for the prevention of blind- 


ness; boards of sanitary control; sex hygiene 
movements; mental hygiene associations; re- 
search into the abuses of the midwifery 
practice, into the question of school feeding, 
and into the segregation of the mentally de- 
fective. There is recognition of the facts of 
physical deterrence that bring the children 
before the court; there are tabulators of those 
who suffer from contagious and infectious 
diseases; follow-up workers, who are entrusted 
with the mission of completing the treatment 
that patients receive from hospitals; home 
and school visitors, charged to bring into rela- 
tionship the home and the school, that each 
may help the other and better understand 
each other. It is a long array, and I have by 
no means completed the list of fields in which 
we find the trained nurse of today. Society 
needs her, and needs her inspired; needs 
her well trained, with such a training as 
was not conceived of before, excepting per- 
haps in the master mind of Florence Night- 
ingale.”’ 
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DIETARY AIDS AND DANGERS FOR 
THE AGING 


C. WARD CRAMPTON, M.D. 


ODAY a man of 60 may be as young, 


vigorous and vital as the average man of 40. 
On the other hand, he may present the com- 
mon picture of the man of 80,—old, weak and 
miserable. 

Whether a man is old or young at 60 de- 
pends much upon the diet. 

Scientific research is constantly reporting 
and physicians are applying new revelations 
in the field of diet and nutrition. Much of 
this the nurse should know. For this purpose, 
we present the three most important nutrition- 
al deficiencies that can be aided by a corrected 
diet and two of the most important nutritional 
dangers that also can be aided by dietary 
means. 

The foremost nutritional defects in the 
mature and aging are calcium, iron, and pro- 
tein. Seventy-five percent of the men of 
60 suffer a lack of one or more. On the other 
hand, many suffer dietary excesses, notably 
carbohydrates and possibly cholesterol. 


CALCIUM 

The American diet is more deficient in 
calcium than in any other food element. Our 
ordinary menu is calcium poor. This de- 
ficiency accumulates and becomes more and 
more serious as the man grows older. 

The blood contains about 10 milligrams of 
calcium per 100 cubic centimeters and it will 
maintain its level even if it has to rob other 


Dr. Crampton is chairman of the Subcommittee on 
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tissues. Thus, in aging, the blood robs the 
bones, which are largely calcium. The bones 
become softer or more fragile, a condition 
seen clearly on the x-ray plate. 

Animals deprived of calcium for 10 days 
become languid and weak, their bones soften 
and they quickly die of pneumonia or other 
infections. 

The daily needs are about 15 grains. A 
quart of milk daily will supply this. It is the 
natural food of the young; but cream, how- 
ever, may be bad for the “gouty and arthritic”. 
This is not as yet fully established, but some 
arthritics definitely do much better without 
any milk. Calcium is not contra-indicated in 
arthritis even though there are some calcium 
deposits, osteophytes, in and around the 
joints. (Lists of calcium rich foods and of the 
percentages of calcium in body tissues are 
readily available and need not be presented 
here.) 

Calcium constitutes 1.5 percent to 2.2 per- 
cent of body weight. Calcium phosphate and 
calcium carbonate account for 95 percent of 
the mineral content of bone; 99 percent of 
the calcium in the body is found in the teeth 
and bones. It is necessary for the orderly 
action of the heart and clotting of the blood. 
Nerve action is impossible without calcium. 
It is essential in iron metabolism and it pro- 
tects the body when iron is subnormal. 

Calcium is used in ordinary living processes. 
It is found in nerve and brain cells and is ex- 
pended during nervous work and especially 
in emotional states. Emotional people are 
calcium wasters. 
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Calcium is thrown off and excreted in large 
quantity as calcium oxylate. 

Sexual excitement may cause a large amount 
of calcium excretion in a short time. For this 
reason it is sometimes considered good practice 
to give 60 grains of calcium gluconate or 
lactate on occasion. This may be especially 
valuable to the mature person. 

Calcium in excess of normal needs is con- 
ducive to a feeling of well-being. Calcium 
should be balanced with phosphate intake in 
the proportion of 1 to 1% or 2. If phosphor- 
ous is in excess, decalcification may result and 
all body cells suffer. Milk contains 4 parts 
of calcium to 3 parts of phosphorous. 

The most natural way to get calcium is in 
the food. The best food is that which has been 
accepted and approved by use for countless 
ages by all the mammalian animals in the 
world—it is milk. 

Milk contains calcium in its complete and 
exact biological setting. We are sure of its 
acceptance and its utilization by the body. 
It is important, however, to adapt milk to 
the aging years when we need less fat, less 
carbohydrate and more protein, but still need 
its tried and tested biological elements—vita- 
mins, calcium, iron, copper, manganese, co- 
balt, and other trace elements. 

Efforts have been made to provide a special 
processed milk for the aging. These efforts 
are highly approved and should be followed 
with interest. 

The yolk of an egg is rich in both calcium 
and phosphorous but contains so much choles- 
terol that the aging man, with due regard 
for his coronary arteries or high blood pres- 
sure, may shun the egg yolk, especially if the 
blood cholesterol is above 200 milligrams per 
100 cubic centimeters. 

Some foods contain oxalic acid which is a 
calcium binder, if not a calcium robber. Beet 
greens, spinach, cocoa, and rhubarb with all 
their other values have this handicap. Dande- 
lion greens, kale, and turnip greens have no 
oxalic acid. Dandelion greens have high 


available calcium with high protein content 
and make a highly desirable spring salad. 
We shall see other examples of food antagon- 
isms. 


AND DANGERS 321 

Calcium is the friend of youth at any age. 
A liberal supply well beyond bare necessity 
makes every year of life fuller and stronger. 
It aids better development in the young. It 
extends the prime of life in later years. It is 
one of the secrets of youth prolongation. 

Calcium poverty is one common cause of 
aging that can be corrected. A grain of calcium 
lactate for each year of your age daily is 
taken in three doses, three hours after each 
meal, is an example of prescription after 
thorough examination, as part of a well round- 
ed program based on knowledge, judgment, 
and experience. 

Calcium is not all of diet nor is diet all of 
nutrition. 


SEVEN FAcToRS OF NUTRITION 

Nutrition is more than diet. A man may 
provide his stomach with a perfect diet in- 
cluding calcium and yet have a body that is 
weak, malnourished and calcium poor, his 
bones fragile, his nerves tense and heart ac- 
tion disordered. Diet is not the whole story 
of nutrition. It is only one of the seven es- 
sentials of nutrition: 

1. Diet and food intake with regard to 
quantity, quality, balance, combination and 
timing. 

2. Digestion—Transiormation of food in 
the digestive tract by digestive fluids into 
forms which can be absorbed. This depends 
upon provision of good digestive glandular 
products, all under autonomic nervous system 
management, unhurried (i.e. no cathartics, no 
diarrhea), serene (i.e. no nervous spastic 
tightness), and competent, (i.e. complete 
chemical and mechanical preparation for tran- 
sit through the walls of the tract). 

3. Absorption—Transmission of digested 
food through the walls of the stomach and 
intestine into the blood and lymph circulation. 
This requires vital, healthy, receptive diges- 
tive tract tissues. 

4. Processing and further transformation— 
Food products in the blood are again pro- 
cessed, notably in the liver, into forms that 
can be transported to the tissues where each 
particular kind is needed, accepted, and util- 
ized for function and structure. The process- 
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ing of protein fractions (amino acids) into 
tissue albumens is especially a liver responsi- 
bility. Other notable transformations occur 
in the reticular endothelial system (lymph 
nodes, et cetera), where hormones, enzymes, 
and antitoxins are made. These are globulins, 
high class specialty products which regulate, 
vitalize and defend the internal life of man. 

5. Utilization—of transported food in the 
tissues of the muscles, nerves, brains, organs, 
and where it is used for a hundred different 
life process purposes. 

6. Meeting excessive demands—fever, 
burns, and hemorrhage make excessive de- 
mands, and sick or damaged organs may rob 
the rest of the body of its proper nutritional 
quota. For example, “renal ricketts” is a 
body calcium starvation accompanying a cer- 
tain kind of kidney disorder. Another kind 
may rob the body of much of its proteins. 

7. Excretion—This may be too slow, caus- 
ing disturbance in body chemistry or too 
rapid, resulting in waste and tissue poverty. 

These are the seven pillars of good nutrition. 
They support health, vigor, and a youthful 
longevity. Not one should be neglected in 
the care and management of life at any age. 
‘They should be routinely examined and tested 
|-efore they become worn and crumble. This 
will be referred to later. Meanwhile, consider 
the second most common dietary deficiency in 
aging—iron. : 
TRON 

The organs cannot breathe unless iron 
brings them oxygen. Oxygen is brought to 
the tissues from the lungs by the hemoglobin 
in the red cells of the blood. The active basis 
of hemoglobin is iron. Iron is the minute to 
minute essential of life in all the higher 
animals. In some of the lower animals (octo- 
pus, crabs and snails), copper serves the same 
oxygen-carrying purpose as iron. The blood 
is colored blue by hemocyanin instead of red 
by hemoglobin. 

Iron deficiency is almost always present in 
the uncared-for man in the higher-age brack- 
ets. The typical man of 60 is anemic, iron 
poor, and body poor. This is unnecessary. It 
is worse by far in those who are on an un- 
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guarded diet for “dyspepsia” and “indiges- 
tion.” 

Lack of teeth results in refusal to eat rugged 
iron-containing foods like meat, which also 
contains the vitamin B complex, especially 
thiamine and the newly studied Biz which 
added to the diet may produce almost 
magical results in anemia. This new vitamin 
which stimulates both white and red blood 
cells is derived from yeast and liver. It can 
be manufactured. 

Iron poverty often arises from deficiency of 
hydrochloric acid in the stomach. This hy- 
pochlorhydria is so common in the elderly that 
it must always be looked for when the hemo- 
globin is low. The condition can be aided 
but not cured by giving the necessary acid 
with meals. 

Iron poverty may be due to poor diet, poor 
assimilation or loss from hemorrhage. It is 
hardly ever an isolated phenomenon. It has 
its underlying causes which must be treated 
and usually there is a cause behind each cause. 

While iron is processed into hemoglobin 
molecules in the red bone marrow, hemoglobin 
is used up rapidly, especially during the wak- 
ing and working hours. 

One million times one million red blood 
cells, more or less, are used up every day. 
They must be replaced every day with new 
cells all containing their effective quota of iron. 
Here is where the body is very clever. When 
red cells are used up, the iron is saved and 
put into use in making up the new trillion cells 
—new cells, old iron. The margin of waste 
of iron in health is small, but if any one of 
the body organs, spleen, liver or bone mar- 
row, or their supporters, become tired, sick, 
aged, crippled or rebellious, more iron and 
some good medical aid may be very necessary. 

The liver plays a large part in the hemo- 
globin metabolism. In some persons it seems 
that no amount of iron will cure the anemia, 
unless crude liver is given. Some anemia 
cases will not clear up unless thyroid is given. 

Pure chemical iron is a poor remedy for 
iron deficiency. A trace of copper will aid 
its absorption. We should get 2 milligrams 
of copper per day in our food. Molybdenum, 
cobalt, and manganese are now being utilized 
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DIETARY AIDS 
as processing aids and their peculiar values 
are subject to further clinical trial and labora- 
tory research. 

Iron-containing foods usually have some 
trace of these elements, but food grown on 
mineral-poor ground is poor in iron, calcium, 
and phosphorous and other trace elements 
as well. These elements are essential to other 
body processes, sometimes in strange and un- 
expected ways. For example, a herd of sheep 
in Canada gradually lost ability to produce 
live lambs. It was found that the ground 
lacked cobalt and cobalt added to the diet 
caused the sheep again to breed live lambs. 

Lack of copper in food was discovered to 
be the cause of “the falling sickness,” a fatal 
anemia which killed many African cattle until 
copper was replaced in the diet. 

It is suspected that trace elements have a 
far greater role in youth prolongation than we 
have yet been able to demonstrate. Under 
normal conditions sufficient iron may be ob- 
tained in a well rounded diet of familiar pat- 
tern. In aging it is especially important to 
see that the essential processing organs, stom- 
ach, liver, and thyroid are well supported. 
Additional iron in ferrous form with trace ele- 
ments may be given with profit according to 
the physician’s balanced judgment. 

A thorough medical examination with 
special attention to the seven pillars of nutri- 
tion is the essential foundation of the prolon- 
gation of youth and vigor during the sixth, 
seventh, and eighth decades. This will be re- 
ferred to later. 


PROTEINS 

The third most common form of malnutri- 
tion in the aging is protein poverty. The liv- 
ing body is made largely of proteins, there- 
fore, protein poverty affects the whole man. 
Protein poverty causes three common evil 
conditions typical of aging (1) anemia (low 
hemoglobin) (2) asthenia (general weakness) 
and (3) oedema (collection of stagnant fluid 
in tissues of ankles, face and abdomen). Re- 
sistance to infection is diminished and all 
diseases are increased in frequency and se- 
verity. 

A new era of medicine is beginning, the 
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era of protein research, diagnosis, nutrition, 
and therapy in every phase of health and dis- 
ease. 

Protein poverty is an especially common 
factor in the disability and weakness of old 
age, but it can be recognized and it can be 
prevented and much of the disability and 
weakness of aging can be definitely removed. 

Epidemics and low protein diets are definite- 
ly related. Nutritional oedema from protein 
poverty was a common and serious condition 
in Europe. Cirrhosis of the liver, long thought 
to be due to drinking alcohol, is caused mainly 
by the habit of alcohol addicts of not eating 
enough protein. A too low protein diet plays 
a large part in the causation of ulcer of the 
stomach. Protein feeding is an element in 
the latest treatment of ulcer. Protein de- 
ficiency is probably a factor in most, if not 
all, diseases of kidney, liver and blood. The 
cause of protein nutrition must be looked for 
in all the seven departments of nutrition. 

Deficient protein in the diet is often due 
to the prevailing belief that protein intake 
must be diminished in cases of nephritis, 
arthritis, and high blood pressure. Therefore, 
meat, eggs, milk, and high protein vegetables 
are reduced. This is largely erroneous. Even 
though these diseases show an increased blood 
pressure and albumin in the urine, ample new 
dietary protein must be supplied or the evils 
of malnutrition will be added to the burdens of 
the disease. 

A second cause of protein poverty is a blind 
but starry-eyed adherence to dietary fads. 
Some of our worst cases of malnutrition are 
found among the most ardent addicts of so- 
called health diets. 

Lack of efficient teeth to chew meat will 
cause lack of protein as well as iron and Vita- 
min B. 

Protein poverty as well as iron poverty 
will be caused by lack of hydrochloric acid 
in the stomach secretions. This hypochlorhy- 
dria occurs in about 40 percent of men over 


60. In digestion proteins are broken down 
(hydrolyzed) into their component amino 


acids in preparation for their absorption. The 
protein molecule is enormous. Its molecular 
weights range from 35,000 to 910,000 units. 
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Each protein is made up of building blocks 
called amino acids, each containing nitrogen. 
There are some 23 amino acids, Fight or 10 
are essential to life. When proteins are di- 
gested, they are split up into their component 
amino acids, then they can be absorbed. They 
are then reassembled in various new combina- 
tions to resupply and rebuild the different 
kinds of protein needed by the different body 
tissues. 

To summarize: protein poverty may be due 
to low intake, impaired digestion, impaired 
processing in the liver, increased use, waste, 
and break-down of protein tissue (as in hy- 
perthyroidism) and by excessive loss and 
excretion of protein in illness, for example in 
chronic nephritis. 

The minimum protein daily requirement of 
the body of a 70 kilogram man is 40 grams. 
This is much too low for safety and comfort. 
People generally require about 70 grams, or 
1 gram to 1 kilogram of body weight, and 
100 grams may be better. 

Proteins vary in biological value according 
to their amino acids. Each of these amino 
acids has a distinctive service. We are be- 
ginning to use them as medicines. They can 
be injected directly into the blood stream. 
Methionine and cystine, for example, contain 
sulphur, a distinctive and essential element. 
Valine and tryptophan have relation to sex 
support, et cetera. 

In the use of food elements as medicines 
we find also effective vitamin A in acute 
catarrhal colds, vitamin D in arthritis, and 
niacin in headaches. 

Protein utilization in the body is not merely 
a placement into tissues followed by use and 
excretion. There is a complex interchange be- 
tween the blood and various tissues in a con- 
stant interplay of substance. 

Food proteins differ greatly in their bio- 
logical potency. Milk, eggs, fish, yeast, and 
soybeans are among the leaders in value. Food 
protein efficiency may be measured in (1) its 
value in promoting growth (2) its ability to 
replace used-up proteins and (3) tissue. All 
food proteins may thus be classified as to 
their real value. 

On the other hand some proteins some- 
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times do damage. They rob the body of other 
food substances. “Avidin” a substance found 
in raw white of egg causes “egg white injury” 
and skin disease in white rats. It will neu- 
tralize the egg biotin which is a potent growth 
factor and which also aids disease resistance. 

Raw fish will neutralize a great deal of 
vitamin Bl. A half dozen raw clams at the 
beginning of a meal may rob the whole meal 
of its valuable thiamin vitamin. Cooking 
clams and fish removes this food handicap. 
Some persons are allergic to some proteins 
which cause asthma, hives, and the like. A 
child may get an attack of asthma if fish is 
cooked in the house. 

The study of the uses and values of proteins 
in the aging is making rapid strides and much 
more is on the way. 


AppITIONAL DIETARY DEFICIENCIES 

Additional deficiencies of importance in- 
clude the following: 

Vitamin A in liberal quantities may work 
« great transformation for the better in many 
a man of 60 who has apparently nothing the 
matter with him except “age”. This is 
sometimes because many have long been on 
a vitamin A deficient diet and have accumu- 
lated a deficit. One symptom is “night blind- 
ness.” 

The liver is full of vitamin A which has 
been known as a cure for night blindness for 
3,446 years as indicated by the Ebers Papyrus 
of ancient Egypt. This remedy must have 
produced results, for 1,000 years later, Hip- 
pocrates, the “father of medicine,” recom- 
mended for night blindness the following pro- 
cedures: “The patient should eat once or 
twice an ox liver as big as possible, raw and 
dipped in honey.” He knew the appeal of 
sugar coating in medicine. 

There is a substance in yellow corn which 
is thought to rob the body of nicotinic acid 
thus predisposing if not actually causing pel- 
lagra, primarily a nicotinic acid deficiency dis- 
ease, common in corn-eating localities. It is 
called 3-acetyl-pyridine. It is almost the 
chemical twin of the life-essential nicotinic 
acid; just the difference between COOH and 
COCH, at one corner of the molecule. 


DIETARY AIDS 


Thiamine deficiency is frequently the cause 
of lack of appetite, irritability, numbness of 
hands and feet, headaches, backaches, fatigue, 
constipation, nausea and poor food digestion, 
poor absorption and faulty food processing. 
Large quantities of thiamin are needed every 
year after 40. In a home for the aged, old 
people were transformed by thiamin into 
alert, cooperative, active folk with a good ap- 
petite for both food and life. 

Niacin and riboflavin may also produce 
striking changes in the well-being of the older 
people when deficiencies exist. 

Iodine poverty is a common accompani- 
ment of aging after the 40th year. The basic 
requirement is .2 milligrams daily. An active 
overtired man of 50, with beginning thyroid 
inadequacy, may get as much stimulation and 
far more real benefit from a few milligrams 
of iodine as he will from a cocktail. Todine- 
containing food may be emphasized in the 
diet, iodine supplement given with profit in 
many aging men and women. 

These are the most common nutritional de- 
ficiencies in the aging. Their presence may 
be discovered by scientific examination meth- 
ods and when discovered, remedied: and this 
will do much to make the age of 60 and 
beyond fruitful, satisfying, splendid. 


Dietary DANGERS 

Overweight and Carbohydrates. Overweight 
is not a major problem of old age. Fat men 
seldom live to be really old. Overweight is 
a problem of aging to which it has an im- 
portant relation. Over-use of starches and 
sugar is the main cause of overweight; and 
overweight after the age of 25 shortens life. 
This is of national importance, for 28 percent 
of all Americans are 10 percent overweight; 
only 12.8 percent, underweight. Overweight 
shortens life by adding burdens to the heart, 
circulation, and the essential nutritional pro- 
cessing mechanisms. In addition it is the re- 
sult of life-shortening body conditions, which 
is evidence of faulty food processing which 
deposits fat. It interferes with food utiliza- 
tion and causes excessive hunger and thirst, 
as in diabetes. 
It adds many unnecessary miles of blood 
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vessels through which the heart must pump 
blood. The physician nutritionist has there- 
fore a double duty, first to limit fat-produc- 
ing food; second, to give the body aid in 
food processing. 

In aging, the diet calories must be cut down. 
The decrease in natural activity from 35 to 
60 years, calls for a reduction of fuel food. 
But even if the activity is the same at 60 as 
it was at 30 the basic caloric requirements 
have diminished 35 percent. If caloric food 
is not diminished, weight increases, disability 
and death are hastened. Calories must be 
drastically reduced in the overweight aging 
men. 

A comparison of the number of overweight 
men dying in any one year with the normal 
rate of deaths reveals striking facts. While 
100 normal men are dying, 144 overweights 
die in the 15 percent to 24 percent overweight 
class. The greater the overweight, the worse 
it is, for among those 25 percent or more 
overweight, 174 die. 

In special groups the link of death to over- 
weight is even more marked. Overweight 
diabetics will die at the rate of 257 against 
100 normal weight deaths per year. 

Lean men live longer, remain young, active, 
healthy and vital longer. 

This is probably a life-long principle. Mc- 
Cay of Cornell has made a brilliant series of 
experiments with rats, covering their whole 
lifetime. Those rats that were kept on a 
low carbohydrate ration from earliest youth 
onward lived to an age corresponding to a 
human life of 100 to 150 years. They suf- 
fered less disease, were more lively and vigor- 
ous, and remained sexually fertile much longer 
than the “well-fed” rats. 

This is a very attractive prospect and adds 
interest to the science and practice of dietetics 
applied to aging. 

Cholesterol. Cholesterol is a complex chemi- 
cal substance found in every living cell, 
abundant in the adrenal glands, brain, and 
nerves. It circulates in the blood normally 
100 to 200 milligrams per 100 cc. 

Blood cholesterol varies with health, illness, 
food and circumstance. Cholesterol, the “liv- 
er sterol,” is one of the tetracyclic carbon 
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group, like other sterols and sterones of this 
distinguished family. ‘Tetracyclic” means it 
has a nucleus of four carbon group rings linked 
together with atoms of carbon, hydrogen, and 
oxygen attached to the free corners in singles 
and in groups. 

Cholesterol is a scientific enigma.  Al- 
though it is found in practically all tissues of 
all living animals, its function and role in life 
processes are not completely known. It re- 
sembles very much the more highly developed 
sterols and sterones. The male and female sex 
hormones, testosterone and estrone, and also 
the highly dynamic product of the adrenal 
gland cortex, “desoxycortico-sterone”’, may 
possibly be developed from cholesterol. 

Cholesterol plays a varied and intriguing 
role in many life processes in youth and age, 
but it has a menacing association with aging 
and illness. 

High blood cholesterol is found in high 
blood pressure, hardening of the arteries, and 
nephritis. Cholesterol deposits are found in 
the aorta near the opening of the coronary 
arteries in persons dying of coronary occlu- 
sion, “angina pectoris.” Is it there for repair, 
or is it merely a dangerous obstruction? 

When patients are put on a low cholesterol 
diet, the yolk of eggs and butter eliminated, 
and animal fat, a probable source of choles- 
terol, reduced, some get better of their illness 
and their blood cholesterol is decreased. Some 
do not respond. 
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High blood cholesterol occurs also when 
the thyroid efficiency wanes, as it commonly 
does in aging. If the thyroid is supported by 
an ample biological diet and is fed a liberal 
supply of iodine, the illness may improve and 
blood cholesterol may diminish, or it may not. 

If we feed some experimental animals a 
triple supply of cholesterol some may get de- 
posits in their coronary arteries and some may 
not. 

There is a promise and a menace in cholster- 
ol. It plays a role in health and disease in 
the dynamics of youth and the decadence of 
age. Research is going forward. Meanwhile, 
we restrict eggs, butter, and animal fat in the 
diet of most of the aging and we know that 
good is done. 

Thus we have briefly discussed the dietary 
dangers of a too high carbohydrate diet and 
the suspicion and experience that lead us to 
reduce the intake of fats. 

Of these things let the aging man be wary 
and be guided by the advice of science and 
the physician. The physician in turn is guid- 
ed by his knowledge of nutrition on the one 
hand and his knowledge of the man for whom 
he prescribes. This is gained by personal study 
of the man himself. 


This article has been prepared for the magazine 
on the background of an address before the Joint 
Legislative Committee on Nutrition of the Assembly 
and Senate of the State of New York and “Selective 
Nutrition for the Aging” from Merck’s Quarterly. 
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ARMING AGAINST POLIO 


JULIA DUPUY SMITH 


OW SHALL A community prepare for 
a threatened poliomyelitis epidemic? There 
is no ready answer, but the combined ex- 
perience of many areas makes it possible to 
avoid or diminish some of the problems which 
have repeated themselves in every emergency. 
While no one community has the necessary 
personnel or equipment to meet the demands 
of an epidemic, help is available from na- 
tional, state, and local sources. Medical and 
nursing personnel and equipment, consultation 
service, financial support, all may be obtained 
through well established channels. 
Nevertheless, it is the community itself 
which faces the problem and which must as- 
similate and coordinate all available help. 
Preliminary group planning is essential in 
order to ensure adequate care during the 
epidemic. Long-term planning is necessary 
in order that continuing problems may be met 
after the drama and excitement are over. 
Such planning requires the combined efforts 
of all. Hospitals, health agencies, and de- 
partments of education have a major share 
in the responsibility. Those who deal di- 
rectly with the problems of patients—physi- 
cian, nurse, physical therapist, social worker, 
and teacher—must be included. Lay groups 
and committees are eager to be of help and 
can render invaluable service. Anticipation 
of needs and correlation of services to meet 


Miss Smith, formerly director of the Visiting Nurse 
Association, Richmond, Virginia, served as nurse ad- 


ministrator at Greensboro, North Carolina, during 
the 1948 polio epidemic, 
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the needs are basic in community preparation. 
Responsibility for coordination of the many 
resources falls upon those who must administer 
the various services. 

From the nursing point of view, there is no 
more time-consuming problem than that of 
personnel administration under epidemic con- 
ditions. In severe epidemics temporary treat- 
ment facilities have to be provided, and per- 
sonnel problems increase because patients 
cannot be cared for in existing local hospitals. 
Several hospitals and agencies are usually in- 
volved, and those responsible are already 
carrying heavy duties. The constant flow of 
nurses from other areas, while it is a blessing, 
adds to the administrative problems. 

Comfortable and convenient living quarters 
must be provided. During the height of an 
epidemic there is an understandable reluctance 
on the part of many citizens to take these 
workers into their homes. If a _ boarding 
school or college is located in the area, use may 
be made of dormitory space during midsum- 
mer months. Housing needs must be anticipa- 
ted in advance. An active lay committee 
under professional guidance may well take 
over responsibility for its provision, and main- 
tain a current file of available resources. 
Trains and planes must be met. A smoothly 
functioning committee insures a feeling of 
community interest and welcome to the new 
arrival, and relieves the nursing service of a 
time-consuming responsibility. 

As outside workers are recruited for service 
in the area, provision must be made for their 
own medical supervision. Working in summer 
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Converting the Record Building, an old newspaper plant, into a polio convalescent ward. This was supervised 
by the Wesley Long Hospital and staffed and equipped by the National Foundation for Infantile Paralysis. 


heat in new surroundings, under conditions of 
pressure and emotional strain, often in make- 
shift quarters, nurses and physical therapists 
are subject to illnesses ranging from minor to 
major emergencies. Beneath a calm exterior is 
usually an unspoken apprehension that the 
diagnosis may be polio. Prompt and effective 
medical care is important both physically and 
psychologically. The situation is usually com- 
plicated by the fact that the medical profession 
is already overburdened by the epidemic, and 
many doctors may at the same time be sub- 
stituting for colleagues on vacation. Some 
physicians give most generously of their time 
and interest. As a result, these individuals 
are likely to be imposed upon, while others of 
the profession remain unaware of the exigency 
of the situation. A cooperative agreement 
covering medical care, worked out in advance 
of the crisis, saves countless hours of tele- 
phoning and explaining, and insures a most 
important medical service. 


N° MORE fundamental duty falls upon the 
nursing administration than the keep- 
ing of accurate, clear, and complete time 
The financing of services during an 
epidemic is necessarily complicated, involving 


While 


records. 


national, state, and local resources. 


every effort must be directed toward providing 
the best possible care for the patient, neglect 
of systematic bookkeeping is inexcusable, and 
adds immeasurably to the burden of those ad- 
ministering the service. Constant arrivals, 
transfers, and resignations of recruited nurses 
double the difficulties of adequate record- 
keeping. Frequently during the emergency 
nurses are transferred out of the area upon 
a few hours’ notice. Errors in pay checks and 
in estimates of “time due” lower morale and 
complicate the financial picture. 

A master time sheet or time book must be 
kept. Use of a simple code, denoting date 
service began, date service ended, sick time, 
regular off duty time, absent time, and the 
like, will help. It is important to arrange the 
master time book alphabetically, with space 
left under each letter for additions during the 
month. Time reports from the various shifts, 
teams, et cetera, should be transferred daily 
to this master time book. Since accuracy and 
continuity are of vital importance, one nurse 
should have responsibility for daily recording, 
with one or two alternates to relieve her on 
days off duty. When expert clerical assistance 
is available it may be enough for the nurse to 
supervise this daily recording. In any case 
it is important that professional records which 
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must be used by other departments be ac- 
curate and clear. If this is accomplished, in- 
formation for the payroll may be obtained by 
the bookkeeping department with a minimum 
of nursing supervision. 

While service to the patient must of course 
come first, it is worth every effort to insure 
that time off duty is granted regularly to the 
nursing staff. During critical periods this is 
frequently hard to arrange, and nurses are 
very ready to sacrifice time off duty. How- 
ever, accumulated “days due” over a period of 
time are a physical hardship for the individual, 
and greatly complicate plans for nursing 
coverage as well as clarity of bookkeeping. 

Written policies covering poliomyelitis nurs- 
ing personnel are important. While frequent 
revision may be necessary, mimeographed 
copies of basic personnel policies help to orient 
the new nurse to her surroundings and to 
avoid verbal agreements and misunderstand- 
ings. Because problems invariably arise, it 
is well to have a personne] committee, repre- 


senting hospital and nursing administration, 
Red Cross, and the other organizations con- 
cerned. This committee shares in decisions 
and helps interpret policies to related organ- 
izations. 

Each nurse who participates for any length 
of time in nursing service to polio patients 
during an epidemic is justified in expecting as 
broad a range of experience as possible. An 
effective orientation period, followed by rota- 
tion in shifts and assignments as the nurse 
gains skill, makes for better service to the 
patient and greater stimulation for the nurse. 
During an epidemic it is a temptation to keep 
nurses overlong in one phase of service where 
they have demonstrated ability. Sincere effort 
to provide a broad range of experience will do 
much to strengthen the reservoir of trained 
polio nurses available throughout the nation. 


FROM problems of personnel ad- 
ministration under epidemic conditions, 
there are other phases of administrative plan- 


Young polio patients stretched out in a row at Greensboro Hospital receive attention 
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ning which are basic for adequate treatment 
and follow up of polio patients. These involve 
many departments. In a disease like polio- 
myelitis, problems of acute care and long- 
term hand in hand. There is no 
sharp dividing line, because convalescent prob- 
lems make their impact long before acute cases 
diminish. 

Parents sometimes feel, after their child 
has passed through the acute stage, that they 
lose contact with the doctor and with the pa- 
tient’s progress. It is in this interval of 
lengthy convalescence and treatment that mis- 
understanding and lack of cooperation are 
most likely to develop, possibly resulting in 
removal of the patient from the hospital 
against medical advice. This is apt to occur 
in families least able to give adequate care at 
home. A system of regularly scheduled con- 
ferences between physicians and parents of 
convalescent patients more than justifies it- 
self in improved rapport and better under- 
standing of treatment needs. Social worker or 
physical therapist may substitute for physician 
upon but appointment with the 
doctor in regularly established rotation is an 
important link in maintaining confidence and 
cooperation through long periods of 


care go 


occasion, 


con- 
valescence. 

The inter-relationship between family atti- 
tudes, home conditions, hospital treatment, 
and follow-up service needs no re-emphasis 
among public health workers. Hospitals, pub- 
lic health agencies, and community organiza- 
tions share responsibility for coordinating 
their services and developing the closest pos- 
sible liaison. Responsibilities of various de- 
partments need to be defined, and forms for 
necessary exchange of information developed. 
lo be effective, these must be as simple and 
concise as possible, involving a minimum of 
time and duplication. 

A carefully prepared summary of the home 
conditions, sent in by local health depart- 
ments as soon as possible after admission of 
patient to the hospital, is extremely helpful 
to hospital personnel. This may be repeated 
later, as conditions change or new develop- 
ments take place. Exchange of information 
between hospital and local agency should be 
irequent enough and full enough to constitute 
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a united front in explaining 
family and community. 

Plans for the patient’s return home should 
be cleared with local agencies, but machinery 
should be set up to simplify this procedure as 
much as possible and to guard against delays 
and confusion. Space is always a problem in 
an epidemic, and patients are frequently sent 
home earlier and upon shorter notice than 
would be the case under normal conditions. 
This fact emphasizes the importance of knowl- 
edge of home conditions from earliest entry 
into the hospital. Written instructions to the 
family as to patient care and exercises must be 
given in the simplest possible terms, and full 
information passed on to local health depart- 
ments and related organizations. 

In no area of patient care is effective co- 
operation more important than in continued 
supervision and regular clinic attendance. Be- 
cause families are often dependent upon local 
organizations for transportation, it is necessary 
to plan clinic appointments with this in mind, 
and to combine appointment days as far as 
possible for families living in the same area. 
Particular home problems should be relayed 
to the clinic, and clinic findings and recom- 
mendations transmitted regularly to local 
agencies in order to maintain the smooth 
functioning so essential to confidence and co- 
operation. 


patient needs to 


OR PATIENTS who remain weeks and 
F months in the hospital during the course 
of an epidemic, the problem of recreation pre- 
sents itself early, and is one in which the com- 
munity plays a large part. The hospital is 


deluged with offers for entertainment of 
various kinds, and it is a_ time-consuming 


process to sift and assimilate these plans. A 
community recreation department or commit- 
tee can be of great assistance in acting as 
clearing house for these suggestions and in 
working out an appropriate program. Such a 
department will probably be already familiar 
with the contributions which can be made by 
individuals and groups. After orientation in 
the needs of the patients, the physical en- 
vironment, and the hours in which planned 
recreation would be helpful, the committee 
may assume responsibility for a well chosen 
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program, sending schedules in advance for ap- 
proval and for posting on bulletin boards. 
Offers and suggestions flowing into the hos- 
pital may be directed to this committee, and 
valuable time thus saved the professional 
personnel. 

Likewise, correlation of effort is tremendous- 
ly important in arranging for needed patient 
supplies and equipment. While an epidemic 
is in progress, calls and letters stream in to the 
hospital inquiring where help can be given 
and what supplies are needed. Each individual 
or organization contacts the department or the 
person whom he happens to know. As a re- 
sult, many duplications occur and shortages 
remain. A clearing house for information, a 
committee composed of representatives of 
administration, nursing, physical therapy, 
social service, which can confer at frequent 
intervals on needed additions and promised 
help, will save hours of time and effort. One 
spokesman can channel the work of this group, 
and give the public and the hospital a cohesive 
picture. 

In any crippling epidemic, the problem of 
continued education for children who cannot 
immediately return to full activity must be 
considered. In this area, advance planning 
is essential. The department of education is 
directly concerned, and state and local re- 
sources are involved. Any planned program of 
teaching to be worth while must meet state 
requirements and enable a child as far as 
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physically able to keep abreast of his group. 
(Qualified teachers must be secured. The entire 
treatment schedule must be realigned in con- 
junction with plans for individual and group 
teaching. Physical arrangements and ward 
space must be considered. By late summer, 
children’s thoughts turn eagerly toward school 
as one remaining link with the life which has 
been so abruptly interrupted. Letters from 
friends are full of school plans, and interest 
runs high on the wards as to grade groupings 
and school routines. Plans need to be laid well 
in advance in order to avoid undue delays for 
hospital patients as the school year opens and 
classes begin. 

No attempt has been made in these pages 
to discuss actual nursing care of polio patients, 
but some of the administrative problems have 
been touched upon which relate themselves 
so closely to the care and welfare of the pa- 
tient. These problems are so elementary in 
the light of present-day organization and ad- 
ministration, one hesitates to put them down 
in writing. Each taken alone would probably 
lend itself to ready solution. Yet the prob- 
lem of an epidemic is the impact of innumera- 
ble related problems, on a scale which few 
communities are geared to meet at a time of 
physical and emotional strain. Advance plan- 
ning to meet the needs, and correlation of 
available resources to implement this plan- 
ning, remain the best weapons in the attack 
against poliomyelitis. 


NATIONAL NURSING ACCREDITING SERVICE 


An article by Lucile Petry in the June 
American Journal of Nursing describes the 
history, purposes and philosophy, organiza- 
tion and staff of the National Nursing Ac- 
crediting Service. After almost a decade of 
spade work leading to the unification of ac- 
tivities already being undertaken by Nopun, 
Acsn, and Ning, the Joint Board of the Six 
National Nursing Organizations in January 
authorized the formation of the new service. 

Designed to provide for democratic repre- 
sentation and balanced distribution of re- 
sponsibility, the plan should culminate in a 


dynamic, comprehensive accrediting service 
although at present unification of existing 
activities is stressed. 

There will be a central office with a director, 
separate boards of review for each category 
of nursing education, and a professional staff 
of qualified secretaries for each board of re- 
view. Boards will comprise representatives 
from all parts of the country and all types of 
agencies. School surveys will be conducted 
by the secretaries with other associates or 
with part-time regional accrediting representa- 
tives, 
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THE MICHIGAN NURSING CENTER — 
DOES ITT WORK? 


ELIZABETH HILBORN, R.N. 


Tw DOCTOR rose to his feet enthusi- 


astically to say, “We're going to lick this 
nursing shortage. We've sent information 
about nursing to all the high schools in the 
state, we’re helping local committees get their 
recruitment programs rolling, and the new 
leaflets we’re getting out will really tell the 
facts about nursing.” 

Are nurses standing by while another pro- 
fession takes a whack at the knotty problems 
which they themselves have been unable to 
solve? Of course not—but all over the coun- 
try nurses are realizing that they need the 
help of other professions and of many other 
people; that providing quantity and quality 
of nursing service for the people of the United 
States is everybody's business. They know 
too that this ‘everybody's business” needs 
the best kind of unified leadership that the 
nursing profession can give. How to set up 
the for this working together 
has been the $64 question for all of us since 
long before the now famous Rich Report. In 
Michigan, the time and the thinking seemed 
ripe for an experiment, and the Michigan 
Nursing Center Association was born. 


framework 


The doctor quoted above is a member of 
the Nursing Center’s Committee on Careers 
in Nursing, and he was proudly speaking for 
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that group. Only a year before, he had been 
the leader of a group of his colleagues who, 
alarmed about the nursing crisis, wondered 
whether the time had come for them to take 
over. In the Center Committee, he has found 
a way to work with nurses, rather than either 
for or against them. 

Exactly what is the Michigan Nursing Cen- 
ter Association? Some of us define it simply 
as one way of working together. But more 
specifically, it is a federation of all the state 
nursing organizations. Its membership  in- 
cludes all professional and practical nurses 
who are members of their various state organ- 
izations, and non-nurses (citizens and mem- 
bers of allied professions) who have exhibited 
enough interest in nursing to have become 
members of the three state organizations which 
admitted them—the State Organization for 
Public Health Nursing, the Michigan League 
of Nursing Education, and the Michigan 
Council on Community Nursing. The Center 
has not replaced its member organizations, 
but as its name implies, serves as a center 
where activities which are common to all may 
be carried out together. And because it is 
stronger and more flexible than any one group 
alone, the Center also serves as a springboard 
for many activities which would not and 
could not have been initiated by any single 
one of its member organizations. 

The Mnca was not hurriedly conceived nor 
born precipitously. Over the years, an in- 
creasing number of state activities had been 
joint or shared activities. The Sopun had 
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long served as the public health nursing sec- 
tion of the State Nurses Association. All 
three professional nursing organizations held 
their annual meetings jointly. When the 
Michigan Practical Nurses Association was 
organized, it was supported both morally and 
financially by the Msna; and it seemed logi- 
cal for them to use the same headquarters and 
headquarters staff as did the Msna, the 
Sopun, and the MLNe. Non-nurses had al- 
ready been used in an advisory capacity by 
those organizations which did not admit them 
to regular membership. Certain responsibili- 
ties in relation to nursing service and nursing 
education had already been turned over to 
the Michigan Council on Community Nurs- 
ing (an outgrowth of the Nursing Council for 
War Service), and in that organization we 
had had an opportunity to see the invaluable 
contribution made by the non-nurse mem- 
bers. The Council on Community Nursing 
had sponsored an extensive survey of nursing 
resources and needs in Michigan. Out of 
that study came many concrete recommenda- 
tions—recommendations which could not be 
carried out by any one organization but which 
needed the support and active participation 
of all. The Michigan Nursing Center Asso- 
ciation was the inevitable outcome of all this. 

In the spring of 1947, a simple and flexible 
set of bylaws for this new MNcA was drawn 
up by a committee representative of all the 
organizations involved. They proposed a pool- 
ing of funds and abilities to work on common 
problems and programs, and at the same time, 
the maintaining of autonomy for each con- 
stituent organization. That these by-laws 
were adopted by the membership of each or- 
ganization is history, as was the unanimous 
support given the Nursing Center Associa- 
tion at the end of its first trial year. 


B° TO agree on the principle of unified 
action and to adopt by-laws are rela- 
tively simple. How did the wheels of this 
new organization get into motion? What were 
some of its problems as well as its advantages? 
When the representatives to the Center Board 
of Directors had been elected by each of the 
constituent organizations, they were not sud- 
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denly endowed with superior and impartial 
wisdom. Each member of the new board had 
the problems and interests of her own group 
to protect. However, each member was also 
committed to try her best to make this new 
plan work, and each respected the professional 
integrity of the other. And as common prob- 
lems were discussed, organizational lines fell 
away. For instance, private duty nurses had 
been wanting an institute on bedside nursing 

and they were among the first to see the 
advantage of a bedside nursing institute, open 
to all who were interested, over a private duty 
institute. 

One of the first problems was to set up the 
Mnca program and budget. The boards 
of the constituent organizations were asked 
to review their programs, decide which activi- 
ties they wished to retain and which they 
wished to become Center activities. The 
Council on Community Nursing felt that the 
Center Association could and should take 
over its entire program, so it voted itself out 
of existence ard turned its treasury balance 
over to the Center, along with all of its pro- 
gram. The other professional nursing organi- 
zations put their financial resources into the 
pool, and then presented budgets for the funds 
they needed to carry out the activities which 
they retained. The Practical Nurses Asso- 
ciation chose to maintain its own treasury, 
and make a financial contribution to the 
Center. As for programs, the MsNna would re- 
tain its function of setting and promoting 
employment standards, each organization 
would retain its relationships with its own na- 
tional body, and the Mine Board (enlarged 
to include representatives from the other 
groups) would act as the education commit- 
tee of the Center Association. The Msna 
headquarters became the Nursing Center 
headquarters and the headquarters staff was 
enlarged and became the Center staff. All 
other activities concerning nursing became the 
responsibility of the Mnca, with the under- 
standing that there would be free exchange of 
responsibilities between the Center Associa- 
tion and its constituent organizations, as the 
best judgment of all indicated. It was under- 
stood, too, that new ideas and new programs 
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might originate anywhere, but all would be 
cleared through the Center Association. 

The Center Association’s program called 
for action on many fronts—recruitment of 
personnel for all levels of nursing, further 
study and experimentation in both profession- 
al and practical nurse education, provision of 
educational opportunities for the nurses now 
practicing in the state, a public relations pro- 
gram which would interpret nursing and nurs- 
ing needs, legislation to require licensure of all 
who nurse for hire, demonstration and study 
of a community nursing service--ad infinitum! 
(One very real problem, still unsolved, has 
been to try to assign priorities and not pro- 
ceed on too many fronts at once.) Because 
so much of the program was community cen- 
tered rather than nurse centered, and because 
the Center Association itself represented con- 
sumer as well as nurse, it has been possible 
to apply for and receive grants from the 
W. K. Kellogg Foundation which are helping 
to implement various activities. One of these 
grants was made directly to the Mnca, and 
others have been made to agencies which are 
carrying out Center sponsored projects. 

The activities of the MNca are not different 
in kind from the activities of nursing groups 
anywhere in the country, nor has the new 
structure accomplished miracles. If the Nurs- 
ing Center is unique, it is in its approach to 
the activities. The recruitment program is 
a case in point, with the goal the same the 
country over. In addition to the profes- 
sional and practical nurses on the MNca Com- 
mittee on Careers in Nursing, there are non- 
nurse Center members—community leaders 
from various parts of the state, and men and 
women representing professional public rela- 
tions and advertising, medical and hospital 
interests, and other groups. It is an imposing 
array of talents, concentrating on recruitment 
for nursing, both professional and practical. 
The Public Relations Committee is chaired by 
a non-nurse—but to a reading audience of 
public health nurses there is no need to make 
a case for the contribution of the non-nurse 
member! One of the problems in the MNca 
is how to increase the non-nurse membership. 
An organization of 7000 professional and 1500 
practical nurses needs many more than the 


present 200 non-nurse members in order to 
represent adequately the consumer of and the 
advisor to nursing service. 


\ X J war ARE some of the projects now on 
foot in Michigan that might not have 


been possible without the Nursing Center? 
The statewide program for practical nurse 
education, with seven functioning schools and 
a good deal of study regarding education and 
function of practical nurses; support for and 
real progress in centralizing basic nursing 
education; a nurse consultant in the State 
Department of Mental Health and a study 
of nursing service in Michigan’s mental hos- 
pitals; a statewide in-service education pro- 
gram in all the clinical areas for practicing 
nurses; the beginnings of a program to pool 
the clinical facilities in the rural areas for 
use as both professional and practical nurse 
practice fields; a demonstration of a com- 
munity nursing service, with hospital and 
home services, preventive and curative, under 
one administration. These, and many other 
projects, are possible because they have the 
backing of all nursing rather than of a few 
nurses. 

Not all the problems brought to the Nurs- 
ing Center are big issues. The little thorny 
ones come in for their share. The Practical 
Nurses Association was considering adopting 
an official uniform for all practical nurses 
in the state, and they came to the MNca 
Board for advice about the type of cap which 
would be acceptable to all nurses. After 
some discussion, it was agreed that the selec- 
tion of a cap was the prerogative of the prac- 
tical nurses themselves, so long as it was 
distinguishable from the caps worn by pro- 
fessional nurses. Ultimately, a cap was chosen, 
but it was not satisfactory to some of the 
professional nurses in the state, and they 
legitimately made their complaint to the Nurs- 
ing Center. The problem was referred to a 
special committee of three professional, three 
practical, and three non-nurse members. Out 
of their deliberations came compromises by 
both sides, an acceptable cap, and a large 
slice of mutual understanding. 

The greatest advantage of the Mnca has 
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THE WOMEN TAKE A HAND 


BEATRICE COOK 


BUD. No button—no_ beer.” 

“What d’yuh mean?” 

“Just what I say. Show me your chest 
x-ray button or I can’t sell you any beer. 
Police orders. Go get x-rayed; there's a 
unit a block down the street.” 

This was daily conversation between tavern 
waiters and their roaming customers of 
Seattle’s skidroad last fall when this city put 
on a highly successful city-county chest x-ray 
program. We were all out to reach a new 
high in the United States’ ten-year plan to 
fight tuberculosis so the citizens pitched in. 
Seattle-King County was the fourth and the 
largest area to put on this drive which is ex- 
pected to reach every city within the next 
decade. Because the Federal Security Agency, 
Public Health Service, is helping sponsor this 
program all over the country, other communi- 
ties will be interested to know just how 
Seattle reached 99.6 percent of its goal! 

Now this didn’t “just happen.” Taking 
miniature x-ray films of 398,309 people or 
77 percent of the city-county population over 
15 years of age is a tremendous task, especial- 
ly when one considers that each individual 
filmed received a report and all pathological 
findings were rechecked and immediately fol- 
lowed up with medical care. Any project that 
costs $256,316 is big business. That's a lot 
of money. 


Mrs. Cook is on the board of the Seattle Visiting 
Nurse Service and also a member of the Nopun 
Board of Directors. The drawing, by one of 
America’s best known cartoonists, Irwin Caplan, was 
a contribution. 
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But dollars and cents lose value when 
human lives are at stake. This drive brought 
to light 11,133 of our 513,240 adult popula- 
tion who had abnormal chest conditions. 
Hundreds of citizens now in sanatoriums well 
on the way toward complete cure were spread- 
ing a disease they never even dreamed they 
had. Their early segregation has saved count- 
less other citizens from contracting tuber- 
culosis, who, in turn, would surely have in- 
fected others. Many of these would have had 
care at state expense so it’s pretty hard to 
figure cost in a situation of this kind. That 
initial expenditure could well be a fraction 
of the ultimate cost to the tax payers. And 
don't forget, some cases of tuberculosis would 
have been diagnosed too late. What are their 
lives worth? 

Before we see just how the cases were 
handled, let’s look at the intricate mechanics 
of this vast program. What made it tick? 
How did the Seattle area far exceed the 
record of the other cities which participated ? 

The citizens did it. They were hard at 
work long before the actual campaign started 
on September 9, 1948, to run until December 
18. Early in the year, Dr. Emil E. Palmquist, 
director of the Seattle-King County Depart- 
ment of Public Health, met with the Anti- 
Tuberculosis League of King County, King 
County Medical Society, Washington State 
Health Department, and the board of Fir- 
lands Sanatorium and laid the proposal before 
them that they ask the Public Health Service 
to come into our area to help with such a pro- 
gram. These agencies immediately saw the 
possibilities and pledged their whole-hearted 
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GET YOUR CHEST A\\/ 
X RAY HERE 


“I'm glad that it is hard for people to say ‘No’ to an attractive woman! 


support. Listed below are the contributions 
of each organization which made the campaign 
possible: 
City of Seattle $31,310.00 
King County 9,040.00 
Anti Tuberculosis League 68,184.00 
State of Washington 4,758.00 
Other contributions 

to total 16,839,990 

Local money $130,131.90 

Federal Security Agency, 


Public Health Service Federal money $126,184.82 


Total $256,316.72 

Next, Mayor William F. Devin appointed 
an executive volunteer committee, with a 
Mrs. William Roth, to head it as 
program director. They went to work with a 
large scale map in front of them and divided 
the county into 42 communities and Seattle, 
within the 8 high school districts. The com- 
mittee realized that a project of such mag- 
nitude demanded widespread community 
participation so letters were sent to 742 
organizations asking that an x-ray representa- 
tive be appointed to serve on a citizens’ com- 
mittee. Three hundred forty-six organizations 
responded and from this group came the 
volunteers who served as neighborhood chair- 


woman, 


men. These chairmen were responsible for 
procuring the 11,000 volunteers who served 
as hostesses for the x-ray units, clerks, typists, 
telephone committee, house-to-houe canvas- 
sers, public speakers, and other positions. 
Almost all of them were women. 

Mrs. Roth said, “I feel a large share of 
our success in so nearly reaching our goal was 
due to the untiring efforts of the women of 
Seattle, especially our volunteer hostesses. 
How they worked to bring the people in! 

“Early in the summer, a trial unit was set 
up at a carnival and I could see that people 
paid scant attention to the machine and its 
three waiting attendants. I realized then that 
personable hostesses who could meet the crowd 
as it surged in, could urge individuals to have 
their chest x-rays taken. If folks were re- 
luctant, the hostess could explain the need 
in just a few words while steering them toward 
the unit. She could talk down their ob- 
jections telling them they didn’t have to un- 
dress and that is was free and a civic duty. 
I’m glad that it is hard for people to say ‘no’ ~ 
to an attractive woman!” 

So, before the actual opening of the cam- 
paign, a huge organizational job was done. 
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Twenty hostesses, 1 for each of the 20 units, 
‘manned’ the units each day during the 
whole September-to-December program. Some 
women gave many days; others worked only 
a day or two but no unit ever operated without 
its hostess. It was such hard work that few 
women could do it for more than a day or 
two in a row, so there had to be hundreds of 
hostesses. They were selected from the Gray 
Ladies, nurse’s aides, Visiting Nurse Service 
board and committee members, Red Cross 
Motor Corps, Parent Teacher Association, 
and from many women’s auxiliaries and clubs. 

So much for the invaluable work of the 
women volunteers. Now the professional 
group in Seattle also gave unlimited time and 
their work was divided into four different 
fields: medical information, diagnostic stand- 
ards, nursing division, and social service. 

The medical information group, set up by 
the King County Medical Society, approved 
of all material used in publicity, pamphlets, 
radio, newspapers, posters, and so on. It also 
was responsible for letters to both patients 
and physicians or clinics regarding findings 
of the survey. 

The diagnostic division, all volunteer physi- 
cians, had charge of the procedures of inter- 
preting the 14- by 17-inch retake films which 
were taken when any small film showed evi- 
dence of pathology. 

The nursing division* did the yeoman 
work in finding and training nurses to conduct 
the interviews at the retake centers and other 
clinical work. Fourteen public health nurses 
gave full time to this, 9 in clinics and 5 in 
follow-up work that consisted, in part, of 
calling upon patients with positive findings 
and making immediate appointments for their 
large x-ray plates.and further study. How- 
ever, all the visiting nurses did follow-up 
work as part of their regular routine. 

The social service division outlined suitable 
social service procedures when they were 
needed. This was done at the retake center 
and the health department clinic. 

Now, what were the results of this mass 


* Brandt, Edna J. Building expertness in a clinical 
field. Pusiic Heattu Nursinc, vol. 41, March 1949, 
p. 143-147. Reprint available. 
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program? All abnormal findings were divided 
into four groups: advanced tuberculosis, un- 
suspected tuberculosis, cardiac, and cancer 
cases. Every person x-rayed, whether his film 
was normal or not, was informed by postcard. 

Of the 11,133 films that showed pathology, 
922 were found to be advanced tuberculosis. 
These were placed under immediate medical 
care, either the patient’s private physician or 
in a clinic. All were hospitalized. More 
dangerous to public welfare were the 5,619 
unsuspected cases. These “walking the street” 
cases did not guess they had tuberculosis. 
(Several of the volunteer doctors and hostes- 
es fell in this group! ) 

There were 2,038 films showing the presence 
of chest cancer and public health nurses called 
at the homes of these people without a day’s 
delay. The 2,554 cardiac cases were studied 
and put under medical supervision. Nearly 
400,000 citizens were x-rayed, and from that 
number, the nurses failed to persuade only 
69 to have large retake films made. From 
that huge group, just 14 persons could not be 
located for more study as they had moved 
from the city or had given incorrect addresses. 

No campaign, even with the best of civic 
backing, could reach within 0.4 percent of its 
goal without excellent daily publicity. Many 
means are required to do this, among the most 
important being the newspapers and_ radio 
stations. However, the publicity specialist, 
who was paid $500 a month, made frequent 
use of district and organizational papers also. 
Daily locations of all units were listed in both 
morning and evening papers and there were 
pictures and stories almost every day for 
three months. Some days there were two 
or three stories in the same issue, often human 
interest incidents such as the case where a 
patient returned for a retake clutching a 
rabbit’s foot! 

The theaters ran twenty 60-second trailers 
in both metropolitan and outlying districts and 
the radio contributed time, which, if it had 
been paid for at regular rates, would have 
amounted to $43,200. Thousands of printed 
leaflets were distributed. Street cars carried 


placards; bumper signs on cars and posters 
Bands and sound 


were seen all over the area. 
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trucks were used to open the program in 80 
different localities in the county. Parties 
were given in county schools but only those 
children whose parents had x-ray buttons 
could attend! All county-city school teachers 
were especially alerted by a handbook called, 
“A New Look for Tuberculosis.” All manner 
of things were tried to stimulate the public 
interest; 175 volunteer speakers covered 
organizational meetings. There were parades 
and slogan contests and neon lights on top of 
buildings. “OK Let’s X-Ray” was our win- 
ning campaign slogan while Seattle turned on 
the heat. 

It is difficult to evaluate all the benefits 
coming from a vast program of this kind. 
The community interest and awareness of 
tuberculosis may be as important to the future 
as the care of the pathological cases is today. 
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been to the people who have actively partici- 
pated—the board and committee members who 
are actually doing the working together. Every 
meeting contributes to a growing understand- 
ing of each other's points of view, problems, 
and contributions. But to a large majority 
of nurses throughout the State, though the 
Center represents a principle in which they 
believe, how it really operates in relation to 
them in their own home towns is still pretty 
hazy. We see this as a real weakness. No 
plan for local federations, comparable to the 
state organization, has been developed, al- 
though there are increasing numbers of re- 
quests for such a plan from groups all over 
the state. Instead, the Center has been work- 
ing through district organizations of the Msna 
and the Mpna and through local nursing 
councils where they exist. These local organ- 
izations have been advised to expand their 
committee memberships to include represen- 
tative from other groups, or to form joint 
committees and to have joint and shared proj- 
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It showed what public faith and concerted 
action could do. 

Because the Seattle-King County area is 
the largest to have completed a rapid-tempo 
chest x-ray program and because it was so 
highly successful, this city is anxious to offer 
its experience to those other communities who 
will be participating in this ten-year national 
drive against tuberculosis. We are rightly 
proud of reaching 99.6 percent of our goal. 
To encourage other cities to beat our record, 
Seattle's mayor, William F. Devin, is offering 
a trophy to that city which tops our record. 
It is a Totem Pole, hand-carved to order by an 
Alaskan Indian. The bottom figure is a frog, 
symbolic of disease, the middle figure is a 
medicine man holding sickness in check, and 
the top symbol is the thunderbird, represent- 
ing good luck. Who is going to win it? 


Because a decision on national struc- 
ture seems so much more imminent than it 
did a year ago, the Mnca Board has recently 
decided not to go ahead, as it had planned, 
with local reorganization plans at this time, 
but to continue to encourage cooperative ac- 
tion on every front. 

Another difficulty has been time—or lack 
of it. We have had to stop frequently and 
learn how to work together. There have been 
wide differences in the background and in 
the thinking of the people who have been our 
leaders in these first two years. Some have 
had to wait while others caught up. Impatient 
with delay as we are, this seems a healthy 
sign, since in the long run it strengthens our 
forward progress together. 

No new organizational structure will, of 
itself, solve the problems that are facing 
nurses and nursing today. However, we are 
learning, in the Michigan Nursing Center 
Association, that the amount of mutual un- 
derstanding or forward progress is unlimited 
when people representing many varied in- 
terests put their feet under the same con- 
ference table and listen to each other. 


ects. 
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PUBLIC HEALTH NURSING IN A 
MARINE HOSPITAL 


J. A. TRAUTMAN, M.D., and ROSALIE GIACOMO, R.N. 


Posicas are giving increased atten- 


tion to the need for integrating public health 
methods into their traditional functions of 
diagnosis and treatment of disease. The Com- 
mission on Hospital Care has pointed out the 
necessity for integration and emphasized the 
benefits to be gained. The most recent annual 
census of public health nurses disclosed that 
133 public health nurses were employed on 
January 1, 1948, by 106 schools of nursing as 
instructors and coordinators of public health, 
a gain of 31 over the previous year. 

In the past, hospitals generally confined 
themselves to the diagnosis and treatment of 
disease in their patients, with little considera- 
tion of the relationship between these patients 
and the broader aspect of public health. But 
today many progressive hospitals are recog- 
nizing the relationship which exists between 
the individual afflicted with communicable 
disease and other members of the community. 
Many have established programs to integrate 
their functions with the public health needs of 
the community, and others are in the process 
of developing such programs. 

The increased interest in integrating public 
health technics into hospital operations adds 
significance to a recent study, conducted at a 
large marine hospital, to determine the appli- 
cability of such integration to an institution 
serving a selected group of patients, most of 
whom had their roots outside the community 
immediately concerned. 


Dr. Trautman is senior surgeon and Miss Giacomo, 


senior assistant nurse officer in the Public Health 


Service. 


Marine hospitals offer all the services usual- 
ly found in a general hospital, but their pa- 
tients are confined to the beneficiaries of the 
United States Public Health Service designa- 
ted by law. At the United States Marine 
Hospital, Staten Island, New York, where 
the recent study was conducted, 80 percent of 
the patients were American merchant seamen, 
and the remainder came from such groups as 
the Coast Guard, Engineer Corps, Army 
Transport Services, Employees’ Compensation 
Commission, immigrants, and alien seamen. 
Since many of these patients were hospitalized 
far from their homes and their families, they 
required more convalescent attention than pa- 
tients in ordinary hospitals. 

For purposes of this study, a public health 
nurse with a background of experience in 
local community health work was assigned 
to the Marine Hospital. The duties ordinarily 
performed by public health nurses in other 
hospitals were modified to fit the peculiarities 
of this kind of institution. 

Under the general supervision of the chief 
nurse and the clinical director, her duties 
were outlined to include (1) interviewing pa- 
tients with venereal diseases, tuberculosis, and 
other reportable diseases in order to ascertain 
contacts and other pertinent data (2) main- 
taining records of information obtained and 
assisting in the preparation of appropriate 
reports to the local health department (3) 
acting in a liaison capacity between the hos- 
pital and health departments, under the di- 
rection of the medical officer in charge, in 
order that all objectives relative to control 
and management of reportable diseases might 
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be accomplished and (4) assisting with the 
instruction of nurses in the public health as- 
pects of reportable diseases. 

The public health nurse’s activities began 
with the venereal diseases and expanded from 
there to include tuberculosis and some of the 
out-patient clinics. During the development 
of a tumor clinic, she was also called upon to 
assist in planning a follow-up service to insure 
the periodic return of patients. 


VENEREAL DISEASE PROGRAM 

The venereal disease service, occupying a 
60-bed ward, presented immediate integration 
opportunities. Various intensive therapy 
schedules were being incorporated into a pro- 
gram which included case finding and edu- 
cation. The chief public health objectives of 
this service were to educate the patient re- 
garding his disease, to elicit and make disposi- 
tion of contact information, and to make 
hospital personnel familiar with public health 
aspects of venereal diseases. 

Education of the patient was started as 
soon as the patient was admitted to the ward 
and continued until he was discharged. All 
teaching content had been carefully checked 
previously by the medical staff. The learning 
situation was almost ideal, since motivation in 
learning about health is intensified when an 
individual is afflicted. Furthermore, every 
aspect of hospitalization, whether it is satis- 
factory or not, constitutes a learning experi- 
ence. Therefore, the hospital patient gains 
knowledge whether or not there is a teach- 
ing program, but a well planned program can 
add tremendously to his health education. 

Upon admission to the venereal disease 
ward, all new patients were informed by the 
doctor about the movies, lectures, and indi- 
vidual conferences available. Twice a week 
the public health nurse held group discussions 
with patients dealing with the causative organ- 
isms, modes of transmission, symptoms, course 
of the diseases, and post-treatment recom- 
mendations. <A portable exhibit for use during 
these group conferences was made by cutting 
pictures of primary, secondary, and late lesions 
irom various journals and attaching them to a 
white hospital screen. The pictures were 
mounted on cardboard and pinned to the 
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screen, which could then be easily folded and 
moved from ward to ward. This illustrated 
talk was generally held in the ward and was 
kept informal so that patients would be en- 
couraged to ask questions. Because guilt feel- 
ings faded in such a group when the patient 
saw others about him being treated for the 
same disease, it was found that group teach- 
ing was effective. The material presented was 
kept flexible enough to appeal to all levels 
of intelligence. Liberal use of idiomatic and 
vernacular expressions helped to meet patients 
on familiar grounds; medical terms, when 
used, were carefully defined. Early in each 
group session, it was explained that the pur- 
pose of the talk was to increase the patients’ 
knowledge of venereal diseases so that they 
could help circulate correct information to 
others who needed advice. 

Films were used to supplement the instruc- 
tion given. The most popular film was a 
narrative type called “Know for Sure,”’ which 
is available for loan from most health depart- 
ment film libraries, or from the United States 
Public Health Service. Leaflets and pam- 
phlets designed for patient education, includ- 
ing literature printed in foreign languages for 
foreign seamen, were available from a nearby 
city health department. 

Since most of these patients will continue 
traveling to parts of the world where legalized 
prostitution appears safe and tempting, the 
dangers and risks involved in visiting houses 
of prostitution were pointed out. Many of 
these patients had never been warned that 
the so-called “health certificate” displayed in 
such places offers a false security because 
negative tests are common during the incu- 
bation period and very early stage of syphilis. 
The men were warned that sex exposure even 
with protection is not to be considered 100 
percent safe. Some time was devoted to point- 
ing out that the successful treatment of one 
infection does not prevent reinfection. This 
group interview also prepared the patient to 
give contact information later in a private 
interview with the public health nurse. 

Following the diagnosis and after attend- 
ance at a group discussion, each patient was 
ready for a private interview with the public 
health nurse. Psychologically this appeared 
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to be the best time for the nurse to answer 
personal questions and to obtain certain con- 
tact information from the patient. His diag- 
nosis and treatment were reviewed with him 
before any attempt was made to elicit con- 
tacts. 

During the private interview, the meaning 
of the word “contact” as it related to the pa- 
tients in infectious stages was explained to 
include all sex partners, male or female, in- 
volved from the beginning of the incubation 
period to the time of treatment. Patients 
were assured, before being asked for the names 
of contacts that such records would be kept 
confidential and were also told how such 
records were used in field investigation. When 
patients wished to make their own arrange- 
ments for the examination of contacts, as some 
did, the resources available in the community 
were outlined. The patient was encouraged to 
contribute contact information in the interest 
of controlling diseases by helping others to 
secure early treatment. As soon as identifia- 
ble contacts were obtained, epidemiological 
forms were sent to the state department of 
health, or to the surgeon general of the United 
States Public Health Service to be forwarded 
to the foreign health jurisdictions, if the 
contact resided out of the continental United 
States. When a marital partner was involved, 
arrangements were made for her prompt ex- 
amination and treatment by the local health 
department. 

Merchant seamen, like other patients. have 
some emotional shock when they learn their 
diagnosis, and most of them feel a need for 
“airing” their problems with someone who has 
time to listen. A little careful prompting by 
the interviewer helped to remove certain 
inhibitions or restraints, thereby permitting 
frank discussion. For example, a young pa- 
tient with infectious syphilis neglected to give 
the doctor pertinent information about him- 
self until he was encouraged to do so by the 
public health nurse. Fear of censure or 
punishment had prevented disclosure of some 
homosexual activities. However, because the 
subject had been mentioned earlier in an open 
group conference, the patient sought the public 
health nurse for advice and was persuaded to 
see the doctor again regarding his problem. 
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It is well for venereal disease workers to re- 
member that perversion and bisexuality occur 
at any level of society. 

A study of the cause and effect of venereal 
disease in the occupations of patients treated 
is valuable. There are obvious reasons why 
merchant seamen are prone to_ infections. 
Their very occupation prevents any normal or 
regular pattern of living; venereal disease may 
be merely a symptom of some maladjustment 
of this environment. Many of the local social 
hygiene activities, especially in the field of 
education, which reach a great many people, 
fail to reach this group of men who seldom 
remain in one community long enough to bene- 
fit from it. Greater sexual freedom, which 
increases the risk of infection, often occurs 
when the normal restraints of family life are 
removed. 


LIAISON WORK 


An important function of the public health 
nurse in this study was to keep in close touch 
with the health department. It was her re- 
sponsibility to see that all cases were promptly 
reported to the health department, as required 
by law, and to supply information pertaining 
to the location of contacts. The health de- 
partment worked closely with the hospital 
in locating patients who failed to report for 
hospitalization following a preliminary diag- 
nosis in the clinic. Many of the patients re- 
turned to tell about satisfactory arrangements 
made through the health department referrals, 
for the treatment of wives or other contacts not 
eligible for care at the Marine Hospital. 


STAFF EDUCATION 


Sanitary code regulations pertaining to 
reportable diseases were discussed with hos- 
pital personnel; functions and responsibilities 
of the health department were also reviewed 
with all new interns and nurses in order to 
encourage an appreciation of the work of the 
local health department. Both interns and 
nurses were invited to observe group instruc- 
tion for patients in order to become familiar 
with the content and to incorporate similar 
material into their individual instruction of 
patients. 
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Interviewing technics were demonstrated 
and discussed with student nurses, who were 
encouraged to develop skills along these lines. 
“An Interviewer’s Aid,’ which can be obtained 
from the Venereal Disease Educational Insti- 
tute in Raleigh, North Carolina, is a helpful 
guide for persons inexperienced in venereal 
disease interviewing. Another technic useful 
in teaching students was the development of a 
manual incorporating all materials used in 
venereal disease work. The manual contained 
the sanitary code regulations, hospital policies, 
copies of all forms used in reporting diseases 
and contacts, and the location and schedules 
of all nearby city health department clinics 
used in referrals. 


TUBERCULOSIS PROGRAM 

Development of the tuberculosis program 
proceeded along the same lines used in venereal 
diseases, stressing case finding, case holding, 
and education. ‘Tuberculosis patients provide 
a particularly fertile field for education. Ex- 
perience with them proves again the value of 
patient education and fosters the conclusion 
that the “uncooperative” should perhaps be 
called the “unenlightened.” 

Group education, in this instance, was not 
possible because all newly diagnosed tuber- 
culosis patients were isolated and restricted 
to separate rooms. Education of patients was 
carried on by means of bedside interviews. 
Once again literature and materials supplied 
by various local health agencies were used 
The patients were also inter- 
viewed to secure names and addresses of close 
who might be either source or 
spread contacts. Since many of these con- 
tacts were cabinmates on a ship, with whom 
the patient had lived and worked for long 
periods, many of the shipping companies, in the 
interest of tuberculosis control, participated 
in the location and examination of contacts 
who had no fixed address. Local health agen- 
cies also assisted in finding contacts or sus- 
pects reported by the hospital. It was the 
responsibility of the public health nurse to 
refer those patients who had suspicious x-ray 
or laboratory findings to out-patient clinics. 
The nurse was designated as the person 
through whom information and reports about 
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patients or families were transferred. As in 
venereal disease, it was also her duty to aid 
in staff education by interpreting the regula- 
tions involved in tuberculosis work. 


OTHER ACTIVITIES 

The public health nurse was used to co- 
ordinate medical care of the hospital patient 
as it related to problems in communicable 
disease control in the community. This in- 
volved meeting all types of individual prob- 
lems and situations, no two alike. 

An example may serve to illustrate the 
meaning of this function. A boy of 23 came to 
the hospital to be operated on for appendicitis. 
His blood serology was positive. Given a 
repeat test, he again had a positive serology 
with a moderately high titer. However, the 
patient denied any extra-marital exposure and 
said his blood test was negative in the pre- 
marital examination. The public health nurse 
discussed the possibility of premarital experi- 
ence with him and assisted the boy to recall 
a stag party which ended in a house of pros- 
titution just prior to his marriage. The nurse 
explained that he was in the incubation period 
of syphilis when he was married. The boy was 
immediately concerned for his wife, who was 
now three months pregnant. Arrangements 
were made by the public health nurse for the 
wife to come to the Marine Hospital for a 
blood test. This gave the nurse an oppor- 
tunity to make adequate arrangements for the 
proper medical supervision of pregnancy ard 
treatment for syphilis which the examination 
had confirmed. 

When necessary, the public health nurse 
made arrangements with local agencies for 
the continued care of patients who wished to 
convalesce at home. 

As is usual, time and physical limitations 
prevented further exploration of projects 
which should contribute to more comprehen- 
sive care of the patient. The year’s experi- 
ence ended with a recommendation from the 
hospital administrator that the services of the 
public health nurse be continued. In_ the 
future, these services may be extended to 
patients with cardiac disease, diabetes, and 
other chronic diseases in which education of 
the patient is of particular importance. 
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CONTINUITY OF NURSING CARE 


An analysis of referral systems with recommendations 


IRENE CARN, R.N. and ELEANOR W. MOLE, R.N. 


] N REVIEWING nursing service today, we 
find increasing emphasis on the patient as a 
person and on hospitalization as only one 
phase in his total care. An acceptance of this 
concept extends responsibility for nursing 
service beyond the hospital into the home, 
and from the home to the hospital, without 
any break in its continuity. 

Because of the interest in supplying pa- 
tients with such continuity of nursing care, 
a subcommittee of the Joint Committee of 
the National League of Nursing Education 
and National Organization for Public Health 
Nursing on Integration of the Social and 
Health Aspects of Nursing in the Basic 
Curriculum has studied methods of referral 
between hospital nursing services and public 
health nursing services. The principles stated 
by this committee appear as subject headings 
in this article. One report from the point of 
view of the hospital nurse appeared in the 
November 1947 Pusiic HEALTH 
Nursine and the American Journal of Nurs- 
ing. When, in 1947, the NopHn sent out its 
Yearly Review, some member agencies were 
asked to participate in a questionnaire study 
of their activities in regard to referral systems. 

Early in 1948, Florence Heffner, a graduate 
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nurse student at New York University, volun- 
teered to study the returns. Miss Heffner, 
with Dorothy E. Wiesner, Nopun statistician, 
reviewed, coded, and tabulated the data from 
30 agencies reporting 44 referral plans con- 
cerned with 43 hospitals.* 


TYPES OF AGENCIES SENDING INFORMATION 

Of the 30 agencies, 19 were in eastern 
states; 6 were in western states; 5 were in 
southern states. Only 4 of the agencies em- 
ployed 50 nurses or more; 2 employed only 
one nurse—these two agencies were located 
in Pennsylvania and Montana. 

Twenty of the 30 agencies were nonofficial; 
8 were city health departments, and 2 county 
health departments. One reason why large 
numbers of nonofficial agencies participated 
may be because they conduct bedside care 
programs or because they can experiment 
more freely with new programs. 

The 30 public health nursing agencies re- 
ported referral systems with 43 hospitals. One 
agency reported plans with 4 hospitals; 4 
reported plans with 3 hospitals; 3 agencies 
with 2 hospitals. 


TYPES OF HOSPITAL PARTICIPATING 
IN REFERRAL PLANS 


The size of the hospitals varied from one 


*Data tor New York City was omitted in tabulat 
overbalance those 
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in California with only 28 beds to one in 
Chicago with 3,525 beds. Fourteen of the 
hospitals, however, had between 200 and 300 
beds. 

Of the 43 hospitals, 34 were classified as 
general hospitals; 4 were maternity hospitals ; 
3 were childrens hospitals: 2 were tuberculosis 
hospitals. 

So far as date of inauguration of the 
referral plans is concerned, 21 of the 44 began 
after 1940, and 9 of these after 1945. Six 
agencies said such plans had been started 
“vears ago.” Six gave dates between 1910 
and 1929; 8 stated plans began between 1930 
and 1939. 


GUIDING PRINCIPLES AND TRENDS IN PRACTICE 
Important guiding policies and principles 
that should aid in effecting the coordination 
of hospital and other public health nursing 
services have been set forth by the Joint Com- 
mittee on Integration. They are restated in 
this article followed by certain questions 
asked in the NopHN questionnaire to show the 
trend in actual practice. 
Principle: A community plan for the inter- 
agency referral of patients should be developed 
cooperatively by a widely representative com- 
mittee, and it should aim to be applicable to all 
hospitals and public health nursing agencies 
in the community. 

Question: List the representatives of the 
different agencies who participated in the 
inauguration of your written referral form. 

Participants in the establishment of these 
referral plans. Thirty-seven of the 39 men- 
tioned a representative of a public health 
agency; 37 mentioned a representative of the 
hospital; 11 mentioned a representative of the 
school of nursing; 1 mentioned the county 
nurse supervisor; 1 mentioned the council of 
social agencies; 1 the president of the county 
medical society; 1 stated that the heads of all 
services acted as consultants. 

When the data were analyzed in another 
manner, it was shown that in 25 cases, a 
representative of both public health agency 
and hospital participated; in 11 instances, a 
representative of public health agency, hos- 
pital, and school of nursing participated; in 
2 cases, just the hospital was represented; and 
in 1 case, the public health agency only. 
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Principle: Written forms approved by the 
community committee should be used. The 
plan should provide for all patients—private, 
semi-private, ward and outpatient department 
—and for all services of the hospital. 

Question: On which of the services has a 
referral plan providing continuity of nursing 
care for patients been developed? 

Tvpes of patients served by referral plans. 
Maternity and medical patients were indicated 
34 times each; pediatrics, 24 times, and 
surgical, 15 times. Among “all others” were 
orthopedic, mentioned 6 times; tuberculosis, 5 
times; communicable disease and cancer, 3 
times each; outpatient and venereal disease, 
2 times each; premature and psychiatric serv- 
ices, once each. One hospital referred patients 
supposedly from all services on a “selected 
basis.” 

The interest in referring maternity patients 
was at once apparent. This concern was noted 
because maternity was mentioned 34 times, 
although the number of hospital beds through- 
out the United States for maternity cases is 
only 5.7 percent of the total number of beds. 
Another evidence of the interest in maternity 
in this connection was seen in a review of the 
forms sent with the questionnaires. 


Principle: Since the referrals are for nursing 
care, outgoing calls and incoming reports 
should pass through nursing channels, and 
should be guided by nursing supervision. 

Question: Who is responsible for operation 
of the referral form within the hospital? 

Person responsible for operation of referral 
system. The following workers were listed: 
10 nurse supervisors in hospitals; 14 social 
workers; 4 physicians; 5 public health nurses; 
2 nurses in school of nursing office; a secre- 
tary to the hospital superintendent; the di- 
rector of an outpatient department; and a 
nurse social worker. Three others reported 
combinations of the above and for 3. the 
person was not stated. Of particular interest 
are the 5 public health nurses. The terms 
liaison nurse, integrator, and educational di- 
rector were used. 

In smaller hospitals, a nurse is more apt 
to be the person responsible for the referral 
system than in larger hospitals. 
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Principle: The doctor should write and sign 
his orders and diagnosis. 

Question: Does the doctor sign his medi- 
cal orders? If not, who does? 

Data concerning the person responsible for 
operation of the referral system and the sign- 
ing of medical orders were cross tabulated. 
In only one instance of the 10 in which a hos- 
pital nursing supervisor was responsible for 
the referral system did the physician sign 
the medical orders, whereas in 9 of the 14 
systems directed by social workers a physi- 
cian signed the medical orders. 

Signing medical orders. No nurse wants 
to work without medical orders. Yet, in only 
22 of the 44 systems was the doctor said to 
sign the medical orders; 20 said no, and 2 did 
not answer. Even 2 of the country’s large 
hospitals answered no. Reasons for this could 
perhaps be found by further studies. In the 
21 plans reported as starting in 1940 or 
later, only 11 said the doctors signed the 
orders. Of the 20 reported as starting before 
1940, 11 said the doctors signed the orders. 
None of the three in which the date of inaugu- 
ration was not stated reported that the 
medical orders were signed by a physician. 

Although the figures are scanty, there is 
some evidence that physicians are less likely 
to sign the orders in referral systems in which 
the nurse is responsible for filling in the forms, 
than in systems in which other workers fill in 
the forms. In analyzing these data by types 
of hospital services, it was found that for 
surgical cases the doctors were more likely 
to sign orders than for other services. Next 
in order were medical cases. Least likely 
to have signed orders were maternity cases, 
possibly because standing orders were availa- 
ble for these patients. 


Principle: Space should be provided on the 
forms for comments by the nurse, the social 
worker, and other appropriate persons. 

Question 1: Give title of person filling in 
referral form. 

Filling in referral form. The positions of 
the person filling in the referral forms in the 
44 plans were as follows: in 17 instances, a 
nurse supervisor; in 14, a social worker; and 
in 3, a physician. One reported that the di- 
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rector of the outpatient department filled them 
in, profession not stated; another that the 
clerk of the outpatient department did this; 
and a third that a nurse social worker com- 
pleted them. Two did not have referral forms 
and one did not answer the question. In all 
4 smaller hospitals of less than 100 beds, the 
nurse filled out the referral form. This could 
be because no social worker was employed. 
In larger hospitals, the proportions were 
similar to those found in the total. 

Of the 17 systems in which the nurse fills 
in the referral forms, 12 were established 
after 1940. Of the 14 systems in which the 
social worker fills in the referral forms, only 
4 were established after 1940. These figures 
may be significant, but further studies would 
be necessary to verify the trend. 

Question 2: Who signs the nursing com- 
ments—-supervisor, staff nurse, or student? 
More than one of these persons? 

In twenty-seven of the 44 plans, a nurse 
signed the nursing comment on the referral 
forms. In only 4 instances were there no 
nursing comments. In 4 instances, social 
workers signed the comments. Three reported 
direct referrals; such as by public health 
nurse liaison officer or by physician. In 
smaller hospitals, the nurse is more apt to 
sign the nursing comments than in larger 
hospitals. 


Principle: All referrals should be cleared 
with the medical social worker in order that 
nursing care and social planning may be 
coordinated. 

Question: How is the referral form sent 
from the hospital to the public health nursing 
agency? 

More than half, 28 out of the 44 hospitals, 
indicated that forms were sent by social 
service departments, sometimes in combina- 
tion with other methods, whereas only 19 of 
the 44 indicated that forms were sent by 
hospital nursing services, 7 of these in com- 
bination with social service. The other four 
replied that forms were sent through hospital 
administration. These were county or state 
institutions sending reports to official agencies. 

The schedule offered three suggestions to 
be checked for this routing, with the follow. 
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ing results: 12 indicated that the forms were 
sent directly from hospital nursing service 
to public health nursing service; 16 that they 
were sent through hospital social service de- 
partments; 4, that they were sent through 
hospital administration; 11 indicated various 
combinations of these three routing plans. 
The other plan, in a pediatric hospital, stated 
that forms were sent to the social worker of 
the State Crippled Childrens Division, who 
sent them in turn to the public health nursing 
agency. 


Principle: The reports of the public health 
nurse Should be written on the specified form. 
They should be returned to the place where 
the referral originated and should be acces- 
sible for study by all those concerned with 
the patient’s care. They should then be 
placed on the patient's record. 

Question: To what department of the 
hospital does the public health nurse send her 
report after a home visit? 

The most usual reply was that the public 
health nursing report was sent to the social 
service department. Two said public health 
nursing reports were sent to the hospital serv- 
ice which had referred the patient. 


Principle: The referral of a patient may be 
initiated by anyone concerned with his care. 
This may be the doctor, nurse, or student 
nurse, et cetera, or the patient himself may 
ask for it. All referrals, however, should be 
approved by the doctor in charge and should 
be considered early in the course of the pa- 
tient’s treatment in order that it may be 
carried out promptly and effectively. 

No question was directed to give the in- 
formation stated in this principle. 

Principle: Primary purpose is better care of 
the patient and family through more efiective 
use of community agencies. 

Question: In what way does the present 
system of referrals work to the advantage 
of the patient, public health nursing service, 
hospital nursing service, school of nursing? 

Advantages of present system of referrals. 
The benefit to the patient most often indicated 
was continuity of care, sometimes worded as 
early home care. Interpretation of orders 
came second. Helping in convalescence, pre- 
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venting abnormalities, lessening anxiety, 
averting readmission to the hospital, and 
establishing security were interesting replies. 
One mentioned that patients could leave the 
hospital earlier if adequate referral systems 
existed. 

A number of replies listed other ideas about 
advantages, such as better appreciation of 
inter-agency problems on everyone's part. 
On only two replies was this question not 
answered, the reasons being (1) that the re- 
ferral system was not yet in operation and 
(2) a letter was written about the awkward- 
ness of having a social worker interpreting the 
patients’ needs to nurses. 

The advantages to the public health nursing 
services were varied, and illustrated several 
points of view. Most frequently mentioned 
was the advantage of accurate and complete 
information before the first visit the public 
health nurse made in the home. Next was the 
advantage of selecting families to receive 
public health nursing according to their needs. 
Other wording of these ideas was: “Better 
evaluation of whole situation,” and “patient 
is not an emergency.” The following phrases 
selected from replies are of interest: ‘Saves 
public health nursing time in securing orders; 
contact with all hospital departments that have 
known the patient; increased and varied case 
load for the public health nursing service: 
more contacts in the community; strengthens 
relationships for patient, hospital, physicians, 
and visiting nurse association: demonstrates 
to the medical staff the community functions 
of the public health nurse; helps in collection 
of fees; gives the public health nurse a wedge 
in the integration program of the hospital; 
results in better community service.” 

Advantage to the hospital nursing service 
was less frequently stated and more difficult 
to classify, possibly because these replies came 
from public health nursing agencies. The 
phrase most often used concerned the possi- 
bility of earlier discharges from hospitals if 
public health nursing agencies could do the 
followup. Second, was the benefit to the 
hospital of having information about the en- 
vironment of the patient, and third was the 
satisfaction to the hospital of having extended 
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THE TREATMENT OF CROSSED EYES 


Emphasizes the need for early treatment not only of vision but of the 
crossed eye, and describes the role of orthoptics. 


FRANK D. COSTENBADER, M.D. 


M OST of us will agree that the three 


things to be accomplished in the treatment of 
crossed eyes are (1) the gaining and maintain- 
ing of good vision in each eye (2) regaining 
and maintaining alignment of these eyes and 
(3) teaching these eyes to see together again, 
or at least encouraging them in that ability. 

It is well recognized that there are various 
types of crossed eyes, and each type may re- 
quire a different form of treatment. Some 
types respond well to glasses, others to exer- 
cises; some require surgery, while still others 
may need all of these forms of medical atten- 
tion. Neither the patient (or parents) nor the 
oculist may choose the form of treatment. 
The type of crossed eyes in large part makes 
the decision for them. 

While these facts may be well understood, 
there are several things which seem less clear 
and may need further emphasis. Two of these 
shall be the subject of this discussion (1) the 
necessity for early treatment and (2) the 
role of orthoptics. This latter topic is quite 
controversial, and admittedly the final word is 
yet to be said. 


“TWO-EYED VISION” 

In order to understand either of these two 
points, a fair conception of how “two-eyed” 
vision develops, and what happens when “two- 
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eyed” vision is interrupted, must be con- 
sidered. When first born, the infant’s macula 
(e.g., the retinal center for detailed vision) is 
poorly formed and differentiated. The eye, 
in consequence, has not the ability to look 
steadily at a given object, but roves around. 
In addition, the mechanism for the “seeing to- 
gether” of the two eyes has not developed, so 
the eyes frequently are out of line. This is 
normal until the age of 2 to 6 months—some 
infants maturing more rapidly than others. 

If, because of disease of the macula or 
interference with light rays before they get 
to the macula (as in congenital cataracts, 
corneal opacities, retrolental fibroplasia, et 
cetera), the macular vision cannot develop, the 
eye continues to rove about, and good central 
vision never develops. 

On the other hand, if the visual machinery 
develops well, but the eyes are out of line 
from birth or soon thereafter, the habit of 
“seeing together” (fusion) cannot develop, 
and so the desire to see together with two eyes 
does not exist. If this condition continues 
until after the age of 6 or 8 years, the habit 
of seeing together probably cannot develop, 
and the ocular alignment is unstable for the 
rest of life. 

If the eyes, however, line up early in life 
(i.e., at 6 months or younger), the habit of 
seeing together, just as any other habit, be- 
comes strong from constant or frequent use. 
Because the habit of seeing together is strong, 
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the eyes will make every effort to stay straight 
in order to continue seeing together, and thus 
will be straight and steady the rest of life. 


“QNE-EYED VISION” 
Occasionally, after the habit of seeing to- 
gether with straight eyes has gone on for two, 
three or four years, the eyes will cross due to 
factors beyond the control of the individual. 
When this first happens, the child will see 
double for a short while. But nature, realiz- 
ing what a disturbing thing double vision is, 
soon allows the child to mentally “turn off” 
(i.e., suppress) the vision in one eye or the 
other. When this first occurs, the vision is 
probably good in each eye, but as time goes 
on, the vision in the crossing eye actually de- 
teriorates from lack of use (i.e., amblyopia ex 
anopsia). Should this disuse continue until 
after the age of 8 years, probably no amount 
of treatment will restore full vision, and fre- 
quently the vision remains quite poor. 

In addition to this development of poor 
vision from disuse in crossing eyes, the act of 
seeing together is no longer possible because 
the two eyes are focussed in different direc- 
tions, and on different objects. Thus the 
habit of seeing together (fusion) begins to 
deteriorate, and the longer it is left unused, the 
harder it is to re-establish. However, the 
longer the child had straight eyes and fusion to 
begin with, the easier the habit will be to re- 
establish. Equally true is the fact that the 
more the eyes are lined up and seeing to- 
gether during the first 6 to 8 years of life, the 
stronger fusion is, the harder it is to interrupt, 
and the easier it is to reestablish. 

In addition to the interruption of the see- 
ing-tugether habit when 
false habits may develop. 


eyes certain 
The macula in the 
“straight” eye, now lines up with some place 
off the macula in the crossing eye. 


Cross, 


These two 


areas will attempt to see together if the 
opportunity presents itself long enough. This 
condition is called abnormal retinal corres- 


pondence, and while two eyes can never see 
together well under these circumstances, the 
false habit must be broken down in order to 
re-establish normal retinal correspondence 
and allow the two maculae to see together 
again. 
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NECESSITY FOR EARLY AND 
CONTINUOUS TREATMENT 

Increasingly, the medical profession and the 
public must be made aware of the fact that if 
vision is not used in an otherwise normal eye 
during the first 6 to 8 years of life, it will not 
improve later. Thus the necessity for early 
treatment is apparent. It is possible to esti- 
mate an infant’s ability to see by his ability 
to look steadily and directly at an object of 
interest. After the age of 3 to 4 years, the 
vision may be measured by using the Snellen 
“EE” chart. When vision is found poor in a 
crossing eye, the “good” eye should be patched 
constantly until the good eye and the poor eye 
have equal vision. The child’s vision in each 
eye should be estimated frequently (every 1 
to 6 weeks, depending on the age of the pa- 
tient), and patching ‘continued as long as 
necessary. Of course, the patching does not 
cure the crossing of the eye. It merely im- 
proves the unused vision. 

In addition to treating the vision early, 
treating the crossed eye early is equally im- 
portant. If the habit of seeing together fails 
to develop or is interrupted early in life, the 
fusion sense suffers. The earlier the eyes can 
be lined up again, the sooner the habit may be 
restored and the stronger it gets. Therefore, 
if need for glasses is indicated they should be 
given early—as early as 12 to 18 months in 
some cases. If surgery is required, it should 
be done as early as the need is apparent and 
the findings sufficiently exact. This again 
may be as early as 18 months. Both glasses 
and surgery can be used on the 18-month-old 
child rather easily when indicated. 

It should be remembered that just because 
the vision has been restored or because the 
eyes have been realigned, they may not re- 
main so. It may be necessary to patch the 
“good” eye at intervals for months or years. 
It may also be necessary to supplement surgery 
with further surgery or with glasses, if these 
procedures are necessary to gain and maintain 
straight eyes during the first 6 to 8 years of 
life. No eyes can learn to see together unless 
they have the opportunity for it. 


ORTHOPTICS 
To understand the more controversial role 
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of “orthoptics” in the treatment of crossed 
eyes, an understanding of the previously dis- 
cussed development of vision and binocular 
vision is necessary. By orthoptics we mean 
“oraded exercises or maneuvers to attain and 
improve single binocular vision.” 

When the eyes begin to cross they first go 
out of line, then follow double vision and sup- 
pression, and later actual loss of vision in the 
crossing eye occurs. In treating crossed eyes, 
the process must be reversed. By patching, 
the vision is improved. Then the child must 
be taught to see double again so that he is 
visually conscious of his crossed eye. Then 
the eyes must be lined up, so that they may 
have the opportunity to see together. Teaching 
a child to see double and how to control this 
double vision usually requires that the child be 
at least of school age, so that he can maintain 
interest and attention long enough (15 to 30 
minutes) at any one session, and frequently 
enough (as often as 2 to 5 times a week) to 
accomplish the objective desired. Further, 
this child must have had the opportunity for 
binocular vision at least a part of his first 
6 to 8 years. 

I feel that orthoptics alone rarely straightens 
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their care thus improving the welfare of the 
patient. One considered that the number of 
patients returning to the hospital was lessened 
because of the referral system; another that 
the hospital often had the advantage of in- 
formation from the public health nurse about 
the patient before his hospital admission. 

Other interesting replies were: “Better co- 
operation of patients and family; relieves 
hospital of follow-up responsibility; gives 
hospital physicians and nurses some knowl- 
edge of community resources; clinics can have 
information about patients between sessions.” 
Nine did not state any advantage to the hos- 
pital, and two were negative, one of them 
replying, “The future may provide a_ real 
referral plan,” and the other, “the referral 
system does not seem to concern the hospital.” 
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eyes but rather helps to stabilize eyes in the 
straight position, if they are capable of being 
placed there by conscious effort, glasses, or 
surgery. Orthoptics is an excellent adjunct 
to the intelligent treatment of crossed eyes, 
but does not replace the other known methods 
of treatment. However, a definitely higher 
percentage of crossed eyes can be made stable 
and seeing together when orthoptics is used 
than when treated by surgery and glasses 
alone. 


CONCLUSION 

In conclusion, it is well to remember that the 
early treatment of crossed eyes is essential in 
order to prevent or restore visual loss in the 
crossing eye, and to allow the greatest possible 
opportunity for single binocular vision. In an 
equally conclusive fashion, it is felt that 
orthoptics is a valuable adjunct to the treat- 
ment of crossed eyes at the school age, but is 
seldom a substitute for any of the other forms 
of treatment. 

Presented at the 40th Anniversary Conference of 
the National Society for the Prevention of Blindness, 
New York, March 16 to 18, 1949. Published simul- 
taneously in The Sight-Saving Review, June, 1949. 


Only 13 suggestions regarding advantages 
to the schools of nursing were obtained from 
the 44 plans reported. Three spoke of the 
added experience for students seeing patients 
in their usual environment; and three others 
spoke of “the more rounded experience in 
social and health aspects of nursing.” Two 
believed the students had opportunities to 
assist in using community agencies for referral, 
and two that the students were aided as to 
possible selection of public health nursing as 
a field for graduate experience. 

The information obtained from these data is 
both diverse and interesting. Continuity of 
care for the patient is a worth-while effort 
toward which all nurses should strive. From 
the past and current history of referral plans 
emerges a more meaningful picture. 


This article appears also in the June issue of 
American Journal of Nursing. 
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FEDERAL HEALTH AND WELFARE LEGISLATION 
8lst CONGRESS 


In his message to Congress on April 22 on 
the national health program, President Tru- 
man expressed a two-fold objective—to make 
available enough medical services to go around 
and to see that everybody has a chance to 
obtain those services. He recommended legis- 
lation which would provide: 

1. A nationwide system of health insur- 
ance, presumably to be paid for and adminis- 
tered much the same as social security with 
every person paying so much every month. 

2. Federal aid to medical and nursing 
schools and colleges to provide more doctors, 
nurses, dentists and other professional medi- 
cal personnel. These are necessary, the Presi- 
dent insisted, to provide adequate service. 

3. More federal aid for construction of 
hospitals and other medical facilities such as 
community health centers, diagnostic clinics, 
and group practice clinics. 

4. More aid to the states to improve public 
health preventive and disease control services. 

The President stated that we are already 
paying 4 percent of our national income for 
health care and that under the suggested pro- 
gram more and better care can be provided 
for the money. 


National Health Bills 

The President’s message was followed on 
April 25 by the introduction of S 1679, the 
National Health Insurance and Public Health 
Act,” an omnibus bill embodying the Truman 
recommendations, by Democratic Senators 
Thomas, Murray, Wagner, Pepper, Chavez, 
Taylor, McGrath and Humphrey. There are 
7 titles in the bill which provide: 

1. Assistance for the education of pro- 
fessional personnel. This follows closely the 
provisions of the earlier S 1453 which was de- 
scribed in the May PHN, page 290. A com- 
parison of the wording of the two bills indi- 
cates only minor changes in wording of the 
provisions affecting nursing. In S 1679, for 


example, a scholarship appointee must agree 
to serve one year for each two years of the 
period of his scholarship in the state which 
selected him or in a medical unit of the United 
States, rather than a flat 5 years as provided 
in S 1453. 

The Nirne Committee to Consider Federal 
Aid for Nursing Education met on April 18, 
and the Ana Special Committee on Federal 
Legislation on April 19, to study S 1453. 
NopuHN is represented on both these com- 
mittees. As a result of two days of delibera- 
tions several changes were recommended, cor- 
recting or clarifying the wording as it applies 
to nursing. 

2. Medical research. Authorizes the pro- 
motion of research, investigation, experiment 
and demonstration in and training of person- 
nel for, the prevention and treatment of 
poliomyelitis, diabetes, arthritis and rheuma- 
tism, multiple sclerosis, cerebral palsy and 
epilepsy, and other disease or groups of dis- 
eases. One or more national research insti- 
tutes would be established in the Public Health 
Service to carry forward the proposed pro- 
gram, institutes similar to those already set up 
for cancer, mental health, and heart disease. 
Each would have its own national advisory 
council. The surgeon general would have 
authority to initiate or terminate activities as 
needed. 

3. Extension of the provisions of the 
Hospital Construction Act, through increase 
of federal funds available annually for allot- 
ment to the states from $75,000,000 to 
$150,000,000; extension of the program to 
1957; encouragement of construction of facili- 
ties for group practice; study of coordinated 
use of hospital facilities on a regional basis. 
(Senator Hill, sponsor of the Hill-Burton Act, 
earlier in the year introduced S 614 with a 
similar purpose of extending the present pro- 
gram.) 

4. Special aid for rural and other short- 
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age areas. This would provide loans to medi- 
cal personnel agreeing to locate in such areas; 
grants to build and operate facilities for group 
practice, health centers, clinics, and hospitals; 
assistance to farmers’ cooperatives which pro- 
vide medical care for their members; and 
other aids to the development of health facili- 
ties in rural areas. 

5. Grants to the states for state and local 
health work, to be administered as at present 
by the Public Health Service. These are ex- 
tended in order to “make modern health de- 
partments and preventive services available 
in every part of the country as promptly 
as possible.” (See also S 522 on local health 
units, described in the March PHN, page 159; 
and page 315, this issue.) 

6. A. Research in child life. Provisions 
are similar in purpose to S 904 (May PHN, 
page 220). Annual federal appropriation 
called for is $10,000,000 for the coming year, 
and such funds as needed thereafter, for (1) 
grants-in-aid to universities, public and non- 
profit agencies, and the like, for research 
projects relating to the development of chil- 
dren and community aspects of child life 
(2) research fellowships, extension and im- 
provement of training and instruction in this 
field. Additional funds are to be made availa- 
ble on a contract basis for research and train- 
ing projects. Administration is under the 
Federal Security Administrator, through the 
Children’s Bureau. 

Under part B of title V1, for the year ending 
June 30, 1950, $25,000,000 is made available 
for maternal and child health services and 
$25,000,000 for crippled children’s services, 
and more as needed thereafter, to be alloted 
to the states according to child population, 
per capita income, and other relevant factors 
in each state. Each state must have an ap- 
proved plan which, among other things, pro- 
vides substantial financial participation. Ad- 
ministration of part B is by the Federal 
Security Administrator through the Children’s 
Bureau and such other units of the Federal 
Security Agency as he may determine. 

7. Prepaid personal health insurance bene- 
fits. The wording is substantially the same 
as in S 5, where S 5 relates to prepaid health 
benefits. (March PHN, p. 160.) 
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S 1581, called the National Health Act of 
1949, was introduced by Republican Senators 
Taft, Smith, and Donnell, April 14. Titles 
of the bill provide: 

1. A National Health Agency with a 
doctor of medicine as administrator, uniting 
the Public Health Service, Food and Drug 
Administration, St. Elizabeth’s Hospital, and 
health functions now performed by the Social 
Security Administration, including activities 
of the Children’s Bureau under title 5, parts 1 
and 2 of the Social Security Act. (This pro- 
vision is taken from S 545 introduced by the 
same sponsors in 1947.) 

2. Federal funds, $5,000,000, to be 
matched by the states on a 50-50 basis, for 
surveys of medical, dental, and hospital serv- 
ices and needs. 

A total of $1,250,000,000, over a 5-year 
period, to be allotted to the states for ‘“‘ex- 
tending the provision of medical, hospital and 
dental services without discrimination to all 
individuals unable to pay the whole cost 
thereof.” Amounts to the states on a match- 
ing basis would vary according to their per 
capita income. States must submit plans for 
administering and extending the services. 
Voluntary insurance plans are to be en- 
couraged. There is no mention of nursing 
services. 

3. An amount of $35,000,000 annually in 
state grants for school health services, sub- 
stantially as provided in § 1411. 

4. The annual federal allotment under the 
Hill-Burton Hospital Construction Act be 
increased to $150,000,000, with other changes 
along the lines of S 614 already introduced 
by Taft, Smith, Hill, and Ellender. 

5. Federal funds for the development and 
maintenance of local public health units, sub- 
stantially as in S 522. 

6. A 16-member Commission on Manpower 
in the Health Professions to study manpower 
supply and training problems as related to 
medical, nursing, dental, public health, and 
other professional health personnel. Recom- 
mendations would be presented to Congress 
by January 15, 1952. In the meantime sub- 
sidies to medical schools would be authorized 
for 3 years—$500 for each student enrolled up 
to schools’ average 3-year enrollment and $750 
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per student in excess of the average. No im- 
mediate subsidies for nursing education are 
proposed. 

7. Federal employees would be encouraged 
to enroll in voluntary nonprofit health insur- 
ance plans, with payroll deductions on request 
of the employee. 


S 1456 was introduced March 30 by Demo- 
cratic Senators Hill and O'Connor and Re- 
publicans Withers and Aiken, called the 
“Voluntary Health Insurance Act.” 


The purpose is to make a high quality of 
hospital and medical care available to every- 
one by (1) strengthening and coordinating 
existing health resources (2) encouraging and 
stimulating voluntary enrollment in nonprofit 
prepayment plans and (3) by “providing pro- 
tection to persons financially unable to pay 
all or part of subscripiton charges for pre- 
payment of hospital and medical care.” 


The surgeon general of the Public Health 
Service would administer the act. Federal 
funds are to be allotted to the states on a 
matching basis after acceptance of state plans. 
Each state would be divided into regions for 
the purpose of administration and coordina- 
tion of health facilities and services. Each 
region would have its Hospital and Medical 
Care Authority, with professional and con- 
sumer representation. Persons unable to pay 
all or part of “subscription” charges would be 
given service cards to participating prepay- 
ment plans which would be required to give 
medical and hospital care as needed. The 
state would pay the bill (with a federal sub- 
sidy). Subscription charges of the unem- 
ployed would also be paid by the same means. 
On request enrollees in prepayment plans 
could have subscription charges deducted from 
payrolls. 


On the national level there would be an 
advisory Federal Hospital and Medical Care 
Council with professional and consumer repre- 
sentation. 


The bill does not specifically refer to nurs- 
ing service. The surgeon general is to define 
the “general types of hospital and medical 
care which may be provided.” 


Old Age and Survivors Insurance 

Spokesman for 23 national voluntary health 
and welfare organizations, of which NopHN 
is one, Sidney Hollander of Baltimore, Mary- 
land, made the following statement on 
HR 2893 before the House Ways and Means 
Committee on April 21: 

They [the 23 organizations] represent in the aggre- 
gate a membership of over 10,000,000 persons, with 
tens of thousands of paid employees. The scope of 
their efforts is national and, in some cases, interna- 
ticnal. They perform services which benefit hundreds 
of communities in every state. All are devoted to the 
purpose of furthering human welfare. Yet, iron- 
ically, the welfare of their paid workers has always 
been weighed on a lesser scale. Despite the public 
worth of their work, and despite their generally 
lower pay scales, they have never been embraced 
within the basic social security structure provided 
for millions of employees of profit-making busi 
nesses. The number of paid employees estimated to 
be working in the broad non-profit field represents 
an essential and substantial portion of our popula- 
tion—1.000,000 persons. There are strong argu- 
ments for their inclusion. 

1. It is eminently unfair that persons of limited 
means—and employees of non-profit organizations 
generally fall within that category--should be denied 
the social security designed particularly for them. 

2. As long as the question of coverage remains un- 
settled these persons of limited means cannot plan 
for old age and retirement with intelligence or 
assurance. 

3. With the federal and private retirement plans 
now covering more than 47,000,000 employed per- 
sons in the United States, non-profit organizations 
are in a highly unfavorable position from the stand- 
point of seeking and holding desirable employees. 
Efficient and desirable persons are refusing non- 
covered employment in favor of positions covered 
by social security. 

4. Non-profit organizations are faced with insur- 
mountable problems in respect to retirement of old 
and faithful employees. It is dangerous and short- 
sighted to try to handle these cases by special board 
action and individual retirement grants. 

5. The federal plan offers more for the money than 
any other. Pending amendments to the Social 
Security Act provide such increased benefits for 
early retirements and additional benefits for wives 
and survivors that no private plan can compare in 
benefits for the same amount of premiums. Private 
plans could continue to collect premiums over and 
above the federal requirements and provide 
needed additional benefits. This protection has 
spread widely since the Social Security Act was 
enacted 

6. There is actually no broad social security under 
private retirement plans because there is little or no 
transferable coverage if employees change from wel- 


Continued on page 857) 


CUYAMACA SCHOOL CAMP 
HEALTH PROGRAM 


MADELON GARNER, 


Wx OBJECTIVES of the health program 


for the Cuyamaca campers are to help them 
to realize that happy successful living depends 


largely on good health—physical, mental, 
emotional, spiritual-and to give them an 


understanding and practice of a few simple 
rules for healthful living. Health education 
is informally woven into every phase of the 
children’s camp experience. 

Camp Cuyamaca is for all sixth grade boys 
and girls in San Diego City and County, 
though occasionally a few fifth grade young- 
sters are privileged to come with them. Each 
group of about 80 children comes for a one- 
week period. Youngsters with problems in 
behavior or physical health come to camp 
along with those who are in average good 
health or above. This of course eliminates 
those with communicable diseases. Children 
with incapacitating handicaps, which prohibit 
self-care cannot be accepted. However, each 
group includes youngsters who require indi- 
vidual care or special attention, and perhaps 
a restricted activity program. 

Conditions requiring individual care vary 
greatly in kind and degree. In one group may 
be sufferers from hay-fever, asthma, bron- 
chitis, allergies, defective heart, defective 
tonsils or teeth, past or present rheumatic 
fever, diabetes, poor vision or hearing, even 
aural deaf. Also there may be present chil- 

Mrs. Garner is nurse at the Cuvamaca School Camp, 


a unit of the San Diego, California, City-County 


Camp Commission. 


R.N, 


dren subject to frequent colds, earache, and 
those with extreme susceptibility to poison 
oak. Others may have had a recent illness 
leaving low resistance for a time. Occasional- 
ly, there is a youngster who is recovering from 
a broken bone. Now and then a child who is 
known to be a “bleeder” comes to camp. 

Then there are those children who talk or 
walk in their sleep, wet the bed, or others 
with conditions such as fallen arches, flat feet, 
spastic, athletes foot in a controlled stage, 
in-grown toe nails, or old wounds which need 
treatment. 

Not more than five days prior to the date of 
entry to camp each prospective camper must 
have a physical examination by the school or 
family physician. The results are recorded 
on a health information form for camp, on 
which the physician also makes his recom- 
mendations for special care. 

On one side of this form is space for the 
parents to comment on their child and to make 
specific requests for special attentions. There 
is also on this page a release for emergency 
care of illness or injury which a parent signs. 
Below this is a blank for signature of those 
parents who have religious scruples against 
medical care being given to their child. 

This pre-camp examination serves to ex- 
clude from camp any child with a communica- 
ble disease. Early symptoms may be detected 
at this time and this is a safeguard to the 
individual and to the group. 

Through the combined efforts and interest 
of the school principals, teachers, nurses, the 
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parents, and the examining physicians such 
conditions as ringworm, pediculosis, scabies, 
and “childhood” disease have been no prob- 
lem in camp. 

Children who have been exposed to com- 
municable disease are allowed to come to 
camp. The school sends information, naming 
the disease or diseases and specifying how 
many more days there are in the contact’s 
probable incubation period. The camp coun- 
selors are ever alert in observing these campers 
for early symptoms of illness and reporting 
promptly to the nurse. The camp nurse, 
always on call within camp boundaries, ex- 
amines each of these children daily. If any 
symptom occurs the child is isolated for care 
until arrangements are made and he is taken 
home or to the hospital. 

Camp staff comprises the director who is 
also a school principal, 10 counselors, 1 regis- 
tered nurse, a chef, first cook, and kitchen 
helper, and 2 maintenance men. 

The City Schools’ Health Education De- 
partment, the County Schools’ physician—a 
member of the County Health Department, 
the sanitation and preventive medical repre- 
sentatives of the City-County Health De- 
partments cooperate with the camp staff in 
establishing and maintaining conditions of 
safe healthful environment for the campers. 
Also they give guidance for care or treatment 
of the campers in case of accident or illness, 
including written instructions for standing 
procedures and simple treatment for the camp 
nurse to use in emergencies. 

The first responsibility of the nurse is to 
care for emergency illness and accident in 
event any camper is ill or injured. Other than 
this she acts as consultant with staff and 
campers in constant thought and effort for 
prevention. The slogan for all campers is 
“Keep Well and Safe.” 


O* THEIR arrival in camp the children go 
immediately to the cabins to take care 
of toilet needs. This is done in consideration 
of the fact that they have had a long morning 
of excitement and travel. Then, relaxed and 
freshened, the children are assembled for 
assignment to the cabins that will be their 
homes for the week. The counselors who will 
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be their guides in living together usher them 
to their new homes. 

The ‘admit inspection’ is then made by the 
nurse. She takes each camper’s temperature, 
checks the throat for evidence of inflamma- 
tion, examines the hair, feet, and all exposed 
skin areas for any unhealthy condition which 
may have recently developed and could be 
transmitted to others. 

The nurse speaks to each child quietly as 
she examines him—a word of help for some 
expressed problem, a few friendly words to 
give a sense of security. 

She and the counseijors then share in ex- 
plaining to each group the special cares and 
cautions necessary to keep well and safe in the 
new environment and activities. The nurse 
stresses the need for each camper to be 
individually responsible in using what he has 
learned at school and at home for healthful 
living and accident prevention. She reminds 
the group that prompt reporting of any injury 
or illness is requisite for individual and group 
welfare and is a part of being good campers. 

Each cabin has a tray of supplies for the 
campers to use. These consist of items for 
first aid of minor injuries and for prevention 
of chapped lips and skin, wind-burn, sun-burn, 
and chafing. There is also foot powder to 
be used between toes that may show redness 
or cracks. 

A daily health check chart for each child 
is placed in the living quarters. The children 
need little encouragement in keeping this and 
seem pleased to show that they have brushed 
their teeth and showered daily. The cabin 
counselor and the nurse check all the charts 
daily to know which campers have not had a 
bowel movement. There is also a column for 
each camper to show each day when and why 
he has seen the nurse. This also helps the 
counselor to know which of her cabin group 
she should watch carefully or send to the nurse 
for additional observation. 

During the shower each afternoon one hour 
before supper, the cabin counselor observes for 
skin rash, scratches, bruises. small injuries, 
or blisters, and tics. This way any camper 
who has failed to report such conditions is 
found and given the necessary care. All skin 
rashes are sent to the nurse for inspection 
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usually the supposed “rash” is chafing. If 
the nurse has the least suspicion that a skin 
condition is transmittable, or a symptom of 
illness, the child is sent home. 

From the health information forms, the 
nurse prepares for each new group a health 
bulletin to guide the camp director and coun- 
selors, who carry the greatest responsibility for 
the welfare and protection of the campers and 
the activities for each. 

On this health bulletin is given the name, 
cabin, condition, recommendations, _restric- 
tions for each child requiring special attention. 
For example, if limited exercise, or no all-day 
hike, is necessary, this is indicated, with 
specific suggestions. 

Cabin counselors are prepared to give indi- 
vidual care and counseling to children whose 
parents have made known personal problems 
such as bed-wetting, or sleep walking. Camp- 
ers known to sleep walk are always kept in a 
lower bunk near the counselor’s cot. Bed- 
wetters are helped to follow the precautionary 
routines to which they are accustomed at 
home. Also, the counselor tries to help the 
child understand his problem as a temporary 
difficulty which he may soon overcome. The 
bed-wetter learns, that perhaps by limiting 
the evening intake of fluids and gauging his 
activities to avoid fatigue, he may have less 
need to urinate during the night. Also that by 
being less tired in sleep, he may feel the 
warning pressure in time to rise to go to the 
toilet. 


N° STRENUOUS activities are conducted the 
first two days of camp. The only ac- 
tivity too strenuous for the campers on limited 
exercise is usually the all-day hike, so the 
handicapped children need not feel their dif- 
ferences too greatly. 

All hikes are toned to the pace of the slow- 
est. These are leisurely trips with frequent 
rest stops. The purpose of the trip, if there is 
discussed before starting, such as 
gathering materials for later use in craft work. 
Safety precautions on the trail are always 
made clear before leaving camp. Two counsel- 
ors accompany each group, never more than 
twenty youngsters. 

Before the first trip out of camp boundaries, 


one, is 
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the campers are told the value of drinking 
plenty of water between meals as a probable 
aid to elimination, especially when first getting 
up in the morning. Then as groups organize 
for hiking, the counselors caution against 
drinking from streams or springs. The chil- 
dren are instructed why not to drink directly 
from canteens. After this explanation, it is 
easier to control the quantity each camper 
drinks on the trail. 

Important for all activities is the need to 
wear suitable clothing, for reasons of weather 
and its possible sudden changes and the loca- 
tion and type of activities. 

A first aid and snake bite kit is carried 
by one camper in each group. Any minor 
injury received on the trail is given first aid 
immediately and later referred to the nurse. 
Very often the counselors and the nurse find 
opportunity in these instances to teach good 
simple procedures of emergency care to the 
campers. 

The boys and girls learn the ways of the 
plant life of the forest, and the wild animals. 
The counselors speak with them in a conversa- 
tional way of the interdependence of all living 
things, and the relation of all nature to human 
life. Seeing evidence of animal ‘kills,’ or 
death by other causes unknown, the coun- 
selors use the opportunity for teaching object 
lessons in safety or health. 

The relation of the forest to water supplies 
for our use at camp, and throughout the world, 
is explained to the children. This leads to 
questions from them allowing eventual dis- 
cussion of the system of reservoirs and of 
water purity through sanitation. 

These are topics for conversation of an edu- 
cational nature with the campers and help 
bring about their cooperation through greater 
understanding. Also, their interest is stirred, 
and the foundation is laid for study in the 
school room, later, to be more meaningful. 


ag THOUGH the counselors are ever alert 
that camp activities are planned to 
avoid accident and illness, the campers must 
be reminded frequently of their own responsi- 
bilities. 

Life in camp is even more strenuous for the 


average child than his normal daily routines, 
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and the altitude of 4,000 feet or more places 
a greater tax on his strength. Ten hours for 
sleep at night and one or more hours bed rest 
after lunch allow for restoration of energy and 
the body growth processes. Well balanced 
meals are served regularly three times a day, 
with milk of course, with each meal. Campers 
are encouraged, but never forced, to eat some 
of each food served. 

Campers whose health statements specify 
special diet care are called in for consultation 
with the nurse. This need is quietly cared for 
as inconspicuously as possible. The occasion- 
al diabetic camper is one who has learned to 
understand his condition and knows how to 
care for his special needs. He brings written 
instructions for insulin and diet with the regu- 
lation of each in relation to the urinalysis re- 
sults. The diabetic and nurse cooperate. The 
nurse stores the insulin and helps the child 
remember to report for urinalysis and insulin. 
He does these procedures under the nurse’s 
supervision and they too plan his meals. Any 
needed foods not ordinarily supplied at camp 
have been sent with the child. 
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Clean hands for all meals are insisted upon, 
as a health measure, always. 

Any child injured, no matter how minor the 
injury may seem, is given first aid and follow- 
up care to avoid infection. Serious injuries 
seldom have occurred but when they do the 
parents are notified immediately and the 
injured child is sent home or to the hospital. 

Children having symptoms of illness are put 
to bed in the infirmary for care and observation 
by the nurse. Those whose symptoms have 
been produced by excitement, fatigue, altitude, 
or homesickness will usually be found to have 
a normal temperature and to feel fine again 
after a few hours rest and sleep. However, we 
do have some whose fever continues and in 
whom one or more other symptoms of illness 
develop while in isolation a few hours. These 
sick children are sent home, as soon as arrange- 
ments can be made with their parents, or to 
the hospital. If the nature of illness seems 
suspicious the County-City Health Depart- 
ment is notified. 

When a child is sent home from camp, for 
any reason, his school, also, is immediately 


Boys and girls learn the ways of the plant life of the forest and the wild animals, 
the interdependence of all living things, and the relation of all nature to human nature. 
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notified through the Camp Commission office 
in San Diego. 

For many boys and girls, this is a first ex- 
perience in group living. Intelligent leader- 
ship and guidance make this a worth-while 
experience. The importance of human _ be- 
havior, individual and group, as well as 
health of body, is made significant within the 
understanding of every camper. 


HE CAMP SITE and structures are chosen in 
keeping with the need for health and 
safety. This means that there are a minimum 
of natural hazards and that permanent facili- 
ties are provided and maintained at the highest 
possible standards. 

At all times there is a provision for pre- 
vention of and fighting any possible outbreak 
of fire. This is an unavoidable hazard in 
forest areas and definite procedures are estab- 
lished for the safety of all. 

The living quarters provide for safe heat- 
ing and ventilation; clean, properly spaced 
and situated cots; a plentiful supply of drink- 
ing water with facilities allowing no danger 
of contamination; a sufficient number of well 
kept toilets; and an adequate number of 
large shower stalls to avoid close contact of 
bodies. These are built to reduce danger 
of injury by slipping or falling. Their use is 


Federal Health and Welfare Legislation 
(Continued from page 352 


fare work to another type of occupation. Few non- 
professional workers remain in unchanged employ- 
ment until retiring age; many professional workers do 
not. Without the continuing protection afforded by 
federal social security, many of these persons must 
face the future with uncertainty rather than as- 
surance. 

7. Immediate steps to secure coverage are urgent 
because workers’ equities are adversely affected by 
postponement of coverage. The longer the postpone- 
ment, the longer an employee must remain at work in 
order to secure benefits. The risk of never securing 
benefits is increased. 

8. Non-profit agencies cannot logically continue to 
urge such socially desirable measures for employees 
in general and refuse like protection for their own 
employees. 

9. It is a generally conceded fact that businesses 
reflect the costs of social security taxation in their 
prices and costs of services. Thus employees of 


supervised so that no camper can be burned. 

A most vital basic part of safety in health 
is the proper sanitation of the total environ- 
ment. Responsibility for this is shared by the 
entire camp staff. The nurse helps by making 
a daily inspection. 

Electric refrigeration is provided for food 
storage. Milk is purchased and stored in 
quart-size containers from which it is served 
at the tables. The storage and preparation of 
foods, and its allied functions, are kept to 
standards of sanitation set by the sanitation 
division of the County Health Department. 
Garbage is kept in tightly closed, clean con- 
tainers, which stand in a well screened struc- 
ture on cement flooring. This is picked up 
once a week for disposal. Enamel surfaced 
dining tables are used without tablecloths, 
but with paper napkins at each meal. Dishes 
and tables are washed after each meal with 
hot soapy water and rinsed in hot water. All 
water for this contains a prescribed kind and 
quantity of disinfectant. All trash is burned 
twice a week and the residue taken away for 
disposal. 

The health program for campers is one 
in which the nurse finds there is need for all 
her knowledge and skills, in nursing and in 
living. Camp nursing is a challenge and an 
opportunity. 


non-profit organizations, as individual taxpayers and 
consumers, foot a portion of the bill without the 
compensating security enjoyed by millions of their 
fellow citizens. 

These are clear and impelling reasons for the 
extension of Oasr benefits to these workers.. They 
become more impelling in the light of the general 
endorsement of them by non-profit organizations 
across the land. As you know, Mr. Chairman, until 
the introduction of the bill now before you there 
was great concern expressed in some quarters that 
the coverage of non-profit employees under the 
Social Security Act might impair the tax exempt 
status of their organizations. The organizations for 
which I am speaking, like all others, strongly desire 
the maintenance of that status. Although the bill 
before you goes less far than some organizations feel 
it should, all support its provisions for coverage of 
non-profit employees as the best common denomina- 
tor for the solution of their problems. They urge the 
passage of these provisions in the belief that the 
equity of social security depends in large measure 
upon its application to all the people. 
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TRENDS IN 
MEDICINE AND PUBLIC HEALTH 


ELIMINATING 


At the 40th Anniversary Conference of the 
National Society for the Prevention of Blind- 
ness in New York, Dr. F. M. Foote outlined 
the problems of the future in the never ending 
“battle to eliminate blindness as a scourge of 
humanity.”” In considering the leading causes, 
he enumerated several lines of attack, one of 
which is the ignorance of the average person 
concerning the seriousness of what he may 
consider symptoms of minor eve troubles. It 
was the hope of the conference, as expressed 
through Dr. Foote, that “during the next 40 
years medical research will point out new 
ways of conserving or restoring sight.” 

Drs. Dorland J. Davis and Margaret Pitt- 
man reported on an experiment conducted to 
find the cure for an eye condition prevalent in 
the Rio Grande Valley which chiefly affected 
children. Symptoms were swollen lids, closed 
eyes, and purulent discharge. Eight volun- 
teers submitted to the tests which consisted of 
injecting their eyes with a bacillus found in the 
discharge of affected eyes. Twenty-four hours 
later six had contracted the disease. Strep- 
tomycin and rivanol lactate were then applied, 
and within 24 hours a cure was effected. How 
the disease is transported has not yet been 
determined, but the prevalence of the disease 
among the poorer population and in slum areas 
would seem to suggest that sanitation may be 
an effective deterrent. 

Among the more serious eye problems is 
glaucoma. At least 25,000 Americans are 
blind from this disease, and approximately 
150,000 others have lost the sight of one eye 
from it. Probably there are 800,000 Ameri- 
cans affected with early glaucoma. Dr. Solo- 
mon S. Brav reported on a series of special 
eye examinations given to 3,923 workers in 


Philadelphia department industrial 


stores, 


BLINDNESS 


plants and insurance firms. The examinations 
were prompted by the fact that “people are 
not aware of glaucoma in its early stages and 
therefore the physician must find the patient” 
since discovery in the early stages is vital if 
sight is to be saved. Sixty-five cases previous- 
ly unsuspected were discovered. Helen F. 
Weaver spoke on the important role that 
public health nurses should play in the dis- 
covery of glaucoma cases in the early stages 
of development, and in bringing them under 
supervision. (See Pusric HEALTH NURSING, 
February 1949, p. 87-95.) 

Dr. Frank B. Costenbader told the con- 
ference of the necessity for treating crossed 
eyes as early as possible. (See page 347, this 
issue. ) 

Emotional disturbances may cause not only 
temporary faulty vision but even induce 
physical eye disease. Dr. Henry L. Birge, in 
his report on psychosomatic ophthalmology, 
emphasized the great need for close coopera- 
tion between the various branches of medicine 
in the diagnosis and treatment of defective 
vision induced from any emotional disturb- 
ance. 

Those over 40 years are coming to represent 
a larger part of the population, Dr. Edwin B. 
Dunphy stated in a report on middle age and 
its effects on vision. It is therefore of great 
importance to become acquainted with the 
eye problems of this age group. Glaucoma 
and cataract are the most serious, but the most 
annoying and universal inconvenience is pres- 
byopia,—the reduced ability of the eye to 
accommodate to different focal distances and 
light intensities. This is due more to an 
inelasticity of the lens than to weakness of 
the ciliary muscle which contracts the lens, 
said Dr. Dunphy. 
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L. M. Endres urged that the problem of 
proper illumination in offices and factories be 
attacked in its entirety. Increased illumina- 
tion is not the whole answer. Most office and 
factory ceilings reflect only 30 percent or less 
of the light reaching it. If they are painted 
white, the possible reflection value would be 
80 percent. Walls generally reflect 25 per- 
cent. Painted in the light pastel shades of 
gray, buff or green, the reflection factor of 
walls would be 50 to 70. percent. Floors 
should be lightened to give a reflection of 20 
to 39 percent. Machines and the work itself 
should have a_ brightness contrast of not 
greater than 3 to 1. 

Five points considered by A. G. Bugen- 
stock necessary for the establishment of a 
good eye protection program in a plant are (1) 
analysis of hazards (2) selling management 
(3) obtaining services of oculist and optician 
(4) instruction in the care of safety glasses 
(5) installation of a supervisory group to 
carry out the program. Dr. Ralph S. Me- 
Laughlin added emphasis to the above state- 
ments by urging industry to use the services 
of ophthalmologists to conserve sight, to guide 
the placement of workers in jobs for which 
they are visually suited and to preserve the 
vision of already injured eyes. The value 
of the ophthalmologists is shown by the 
chemical industry where the cost of eve acci- 
dents has been reduced from $2 per worker in 
1941 to 30 cents in 1948. In 2500 cases of 
chemical eye burns only 2 percent lost their 
vision, with only 1 percent in the last 500 
cases. This is largely due to new protective 
eve equipment and development of better 
technics for handling the chemical eye burns 
when they occur. 


INDUSTRIAL HEALTH SURVEY 

A two-year cross-sectional survey by Dr. 
C. O. Sappington, of industry's existing health 
facilities, procedures and policies, embracing 
278 plants in 33 states, and covering 1,180,551 
employees has been recently published by the 
Industrial Hygiene Foundation of Pittsburgh. 
The survey covers practices of 86 types of 
products and services. 

The survey shows that physical examina- 
tions of workers are the general rule in in- 
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dustry today, and that approximately 54 per- 
cent of the plants studied had industrial 
hygiene services in some form. The majority 
of the plants are well staffed with competent 
professional personnel, and are well equipped 
for industrial health activities. 

The number of full-time nurses employed 
was subject to considerable variation in the 
different population groups, reaching rather 
high numbers in the large plant groups. The 
average number of workers per full-time nurse 
was 649. This compares favorably with the 
figure suggested by Dr. W. J. Fulton which 
was 615; and the ratio in one branch of the 
armed services—1 full-time nurse to 500 
workers. 

The survey showed that recognition of the 
fact is needed that the patterns of industrial 
health activities are exceedingly variable be- 
cause of the differences in the health program 
needs of various groups. There is still con- 
fusion in definition of the terms “industrial 
hygiene,” “industrial safety,” and “industrial 
sanitation.”” Conceptions of most of the pro- 
fessional personnel regarding the importance 
of prevention still lag. The amount of time 
devoted by physicians and nurses to acquiring 
firsthand knowledge of processes and materials 
still remains low. Specific improvements to 
be sought (1) greater confidence and 
mutual respect between medicine and manage- 
ment, with the health department having final 
word on health problems (2) greater stress on 
the importance of prevention (3) more empha- 
sis on having a physician in charge, particular- 
ly in establishments employing less than 1500 
persons (4) nurses should work directly under 
the supervision of the physician, especially if 
he is on a part-time basis (5) a greater use of 
dispensaries in groups under 1,000 (6) greater 
improvement generally in extent and nature 
of services rendered in plants with less than 
1,000, including provision of facilities for 
minor surgery and minor illness (7) greater 
use of periodic examinations, dental services, 
and industrial hygiene facilities, and (8) more 
instruction in health and safety. 

The report, “Industrial Health Department 
Functions and Relationships,” is available at 
$2 a copy, from the Industrial Hygiene Foun- 
dation, 4400 Fifth Avenue, Pittsburgh 13. 
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NEW BOOKS 
AND OTHER PUBLICATIONS 


PEDIATRIC NURSING 


By Gladys S. Benz s. Lows, €. V. 


Mosby, 1948. 
638 p. $4.00. 


In her preface the a::thor states that “physi- 
cal and mental hygiene are inseparable parts 
of the over-all objective of care” of children 
and again later in the text she says the nurse 
“must learn to synchronize the mental and 
physical care of the child to bring him the 
greatest comfort.” This, then, would seem 
to be her aim in writing the book. From this 
point of view she has proceeded to give the 
student nurse a greater appreciation and 
understanding of how her feelings influence 
the child’s thoughts, reactions, and behavior. 
She succeeds in this by her use of specific ex- 
amples, as for intance, her discussion of a 
child's admission to the hospital, of the factors 
affecting his adjustment, of the need for 
good emotional as well as physical preparation 
before a child goes to the operating room. 
Her illustrations are simply but colorfully 
written, enabling the student to visualize a 
particular child in a particular situation and 
so helping her better to understand and at- 
tempt to meet his needs. And this, after all, 
is the aim of all of us who are concerned with 
the welfare of children. 

The chapters on Play and Recreation for 
Well Children and Guiding of Play and 
Recreation for the Child in the Hospital are 
well written. They should be helpful to the 
student in aiding her to appreciate how 
essential is play in the child's life and how she 
may incorporate these principles into the 
child’s everyday care. To be of maximum 
value, play must become a part of the daily 
care of the child and it is the nurse who has 
the opportunity to make it so. 

Miss Benz has not overlooked the “social 
and public health aspects” of children’s nurs- 
ing but rather has interwoven these into the 
concept of the complete care of the child she 
wishes the student to develop. Her discus- 


sion of the Home in the Life of the Child, 
The Discharge, Nursing Care in the Home, 
Safety Program as it Affects Child Care, Vital 
Statistics and Infant Mortality, and especially 
the section on Providing Emotional Satisfac- 
tion in Mother and Child attest to this aware- 
ness on the part of the author. More detailed 
nursing care points might prove more helpful 
to the student. Yet, to quote the author, ‘the 
nurse cannot hope to learn everything about 
child care in one short series of classes and in 
the few weeks of experience in a pediatric 
department.” By the same token she cannot 
hope to learn all from one text. 

Pediatric Nursing is a good text, embody- 
ing what we like to call the “newer” emphasis 

-that of the importance of the emotional and 
social care of the child as well as the physical 

in the nursing of children. The book is 
essentially an introductory text and would be 
of value for basic nursing students rather than 
for those who are doing advanced work in this 
clinical area. 

The references listed at the end of each unit 
are up-to-date and most complete. A separate 
teachers’ guide supplements the book. 

Heren HaArirors, R.N., Educational 

Children’s Memorial Hospital, Chicago, 


Director, 
Illinois. 


DIABETIC MANUAL FOR THE DOCTOR AND 


PATIENT 
By Elliott P. Joslin. 8th edition. Philadelphia, Lee & 
Febiger, 1948. 260 p. $2.50. 


This new edition adds much that is new 
to the great wealth of material presented by 
the author in previous editions. Through re- 
vision of pertinent portions of the seventh 
edition, through new illustrative material, and 
the addition of a new chapter, the manual has 
been brought up-to-date. 

The author proceeds in an orderly manner 
from the discussion of the diagnosed diabetic 
patient to the current treatment. Throughout 
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he emphasizes the hopeful prognosis for the 
patient through proper treatment and under- 
standing of the nature of the disease. In- 
cluded are details concerning newly discovered 
causes of diabetes, possibilities of future re- 
search for prevention and control, and advan- 
tages of the newer forms of insulin. One excel- 
lent feature is the simplification of discussion 
on diet illustrated by sample diets. 

Although the book was written primarily 
for the doctor and the patient it would have 
great value for the public health nurse. The 
material is authoritative, it is presented in a 
simple, understandable fashion, it gives a clear 
picture of all phases of a disease which consti- 
tutes one of the major problems of the modern 
public health nurse in her daily practice. 

F. Littie, R.N., Executive Director, Visiting 

Nurse Association of Los Angeles. 


BACTERIAL AND MYCOTIC INFECTIONS OF MAN 


Edited by René J. Philadelphia, J. B 
1948. 785 p. 


Dubos. 


$5.00. 


Lippincott, 


This volume is the companion to Viral and 
Rickettsial Infections of Man edited by Thom- 
as M. Rivers. It is made up of 37 chapters 
written by 34 outstanding authorities. Every 
chapter gives an up-to-date presentation and 
is filled with many important details. The 
book contains 101 good illustrations and is 
printed on excellent paper. 

Several introductory chapters are devoted 
to an extensive presentation of the relation- 
ships in infectious diseases of the pathogenic 
microbes and the host. Allergy, anaphylaxis, 
immunity, immunotherapy and blood groups 
are also discussed. The various groups of 
bacteria and fungi and the allied maladies are 
treated in 24 chapters. The principles of 
sterilization, chemotherapy and epidemiology, 
as well as the cultural characteristics and iden- 
tification of pathogenic bacteria, are taken up 
in the final chapters of the book. The volume 
has good bibliographic and subject indices. 

For the student nurse or the graduate nurse 
the book may be consulted to advantage for 
obtaining information on any question per- 
taining to bacterial and mycotic infections. 
It is too extensive in scope, however, to be 
used as a text for the student nurse. This 
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volume should be available on the reference 
shelf in libraries for nurses. 


Erwin Neter, M.D., Bacteriologist, Children’s 
Hospital, Assistant Professor of Bacteriology, 
School of Nursing, University of Buffalo, N.Y. 


A HANDBOOK FOR SOCIAL AGENCY ADMINIS- 
TRATION 


By Elwood Street. 
434 p. $5.00. 


New York, Harper & Brothers, 1947. 

The author has made a valuable contribu- 
tion to the social work field through his 
comprehensive manual and guide on ad- 
ministration. The book is intended for ad- 
ministrators, students, and board members. 

The book seems to fall rather naturally into 
three general parts. The author first gives 
suggestions on the legal structure of an agency, 
the function of the board and committees, and 
the role of the president. There follow some 
thoughts on the executive himself. The last 
half of the book is devoted to some very 
practical aspects of everyday administration. 

There has been a gap in the literature on 
social agency administration. We are in- 
debted to Mr. Street for sharing his knowledge 
with the field. There is need for other ex- 
perienced executives to do likewise, putting 
more stress, perhaps, on the dynamics involved 
in administration. 


Crank W. Biacksurn, Executive Secretary, Fam- 
ily and Children’s Service, Minneapolis, Minnesota. 


ESSENTIALS OF PUBLIC HEALTH 
By William P. 


600 p. $5.00 


Shepard. Philadelphia, Lippincott, 1948 


This is a miniature textbook of public 
health, an excellent summary of the field. It 
is written to appeal to the practicing physician 
and to give him the information he needs 
about public health. For this reason, doubt- 
less, the mechanics of health department 
operation are not dwelt upon. The authors do 
not hesitate to point out the areas in public 
health where leadership from the practicing 
physician has been lacking. Constructive sug- 
gestions for action are included to stimulate 
the physician to participation in community 
health activities. This being true, it is sur- 
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prising that no chapter on the functions of 
the public health nurse exists, although this 
subject is treated in relation to the categorical 
programs discussed. 

A chapter is included on that most po- 
tent of weapons, health education. It con- 
tains an excellent critical analysis of propa- 
ganda as a technic. No attention is given, 
however, to the type of community health 
education program, organized on a democratic 


GENERAL 


PERSPECTIVES IN Mepicine. THe Marci or Mept 
Number 13 of the N. Y. Academy o! 
N. Y., Columbia 


CLNE, 1948 
Medicine Lectures to the Laity. 
University Press, 1949. 163 p. $2.50. 

This latest volume reflects a forward looking 
perspective that does credit to the Academy. Six 
eminent authorities discuss research and progress in 
-ix of the most vitally important frontiers of medi- 
cal research 
Soca, Work YEAR BooK—1949. Edited by Margaret 

B. Hodges. 10th edition. New York, Russell 

Sage Foundation. 714 p. $4.50. 

STUTTERING. Prepared for the American Speech and 

Hearing Association. 00 p. 1948. 


35¢. 


NURSING EDUCATION 


Tecunigue. By Edythe Louise 
St. Louis, C. V. Mosby Co., 


OpERATING ROOM 
Alexander. 2nd ed 
1949. 765 p. $10.00 

ANESTHESIA PRINCIPLES AND Practice. By Alice 
M. Hunt. New York, G. P. Putnam’s Sons. 148 
p. 1949. $2.60. 

INTRODUCTION TO Puysics Nursinc. By Hessel 
Howard Flitter. St. Louis, C. V. Mosby. 1948. 
179 p. $3.25. 

NEUROLOGICAL AND NEUROSURGICAL Nursinc. By 
C. G. de Gutierrez-Mahoney and Esta Carini. St. 
Louis, C. V. Mosby. 1949. 516 p. $5.75. 
Written to meet the needs and overcome the Jimita- 

tions in the medical and nursing care of neurological 

patients. Included is a course outline as a guide for 
teachers who are developing new programs in the 
held. 

SELECTED Motion PicTURES AND SLIDEFILMS FOR 
Nursinc Epucation. By Loretta E. Heidgerken. 
1949, 42 p. Audio-Visual Center, Indiana Univer- 
sity, Bloomington, Indiana. Single copies $1. 


ORTHOPEDICS 


BIBLIOGRAPHY ON EMPLOYMENT OF THE PHYSICALLY 
HaNpbicapreD. 28 p. 1949. Single copies free. 
The above are available from the National Society 

for Crippled Children and Adults, 11 South LaSalle 

Street, Chicago 3, Illinois. 


basis, that has gained wide acceptance in this 
country in the past five years. Likewise the 
health educator, as a member of the public 
health team, is relegated to a relatively minor 
place and mentioned only in connection with 
the school health program. 


CHARLES L. WittiaMs, Jr., M.D., Senior Surgeon, 
USPHS. Lecturer in Public Health, Department 
of Nursing Education, The Catholic University of 
America. 


PUBLIC RELATIONS 
Pusuic ReLations COMMITTEE—Wuy ann How 


Works. By David M. Church. 20 p. National 


Publicity Council, 130 E. 22 Street, N. Y. 1949 
$1.00 
SAFETY 
PROGRAM PACKAGE FOR Home Sarety. A program 


planning kit for communities prepared by the Na- 
tional Safety Council, 20 N. Wacker Drive, Chicago 
6, Illinois. 1949. $1.00. 


SCHOOL HEALTH 
TEACHER EpUCATION FOR THE IMPROVEMENT OF 
ScHOOL HEALTH ProGRAMs. By Frank S. Stafford 
and H. F. Kilander. Bulletin 1948, No. 10. 38 p. 
Federal Security Agency, Office of Education. For 
sale by U. S. Government Printing Office, Wash- 
ington, D.C. 15¢c. 


SEX EDUCATION 


How to Your Cuttp Asour Sex. By James L. 
Hymes, Jr. 32 p. Public Affairs Pamphlet No. 149 
Public Affairs Committee, Inc., 22 E. 38 Street, 
N.Y. 1949. 20c. 


Dates AND Datinc. By Esther Emerson Sweeney 
33 p. American Social Hygiene Association, 1790 
Broadway, N. Y. 1948. 25c. 


SOCIAL WORK 
PROCEEDINGS OF THE NATIONAL CONFERENCE OF 
SoctaL Work. Selected papers from the 75th 
Anniversary Meeting. New York, Columbia Uni- 
versity Press. 1949. 498 p. 


TUBERCULOSIS 


Do Patients TusercuLosis Hospitars 
Leave AGAINST MepicaL Apvice? study by 
Godias J. Drolet and Donald E. Porter. New 
York Tuberculosis and Health Association, 386 
Fourth Avenue, New York 16, N. Y. 1949. 60 p. 
Free. 

This study is significant to nurses because it states 
clearly why there is need for the improvement ot 
all services affecting the patient’s physical, mental and 
vocational rehabilitation. 
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NOTES ON STRUCTURE 

Two new publications to aid state and local 
groups in their study of proposed structure 
plans are now available on request from the 
Committee on Structure, Room 209, 250 West 
57th Street, New York City 19. These are 
“1949 Handbook on the Structure of Organ- 
ized Nursing’ and the May News Letter. 
Single copies can be secured as long as they 
last and even copies in quantity if the use 
to which they are to be put is explained. 

Questions and answers voiced at the insti- 
tute for leaders of discussion on structure in 
Chicago in March are included in the Vews 
Letter referred to, material which will be 
valuable as supplementary to that in the 
handbook. 

The Committee on Structure points out the 
personal responsibility of officers and ex- 
ecutives of nursing organizations as follows: 

See that consideration of the 1949 plans for the 
Structure of Organized Nursing is placed on your 
program with adequate time for consideration of the 
Handbook material as early as possible. As indi- 
cated in the Handbook, the best discussion will 
result if articulate representatives of all the organ- 
izations participating in the structure study are 
included in the meeting. 

Or are you—a director of nurses in a hospital or 
public health nursing agency? A consultant nurse 
for a state department of health? Or a person who 
in some way comes constantly into contact with 
groups of nurses? If so you are urged to bring the 
new 1949 plans to the attention of every nurse with 
whom you deal, encourage attendance at community 
structure meetings and, where feasible, launch a study 
and discussion program within your own group. 

The Committee on Structure is asking your help 
in bringing the best thinking of the entire profession 
to bear upon preferences to be expressed during the 
weeks ahead, for the future structure of organized 
nursing is extremely important to every nurse in 
her work. 


MENTAL HYGIENE CONFERENCE 


The Nopun will conduct a conference on 
mental hygiene education in public health 


NOPHN HEADQUARTERS 


nursing, the tentative dates of which are 
November 14 through 18. The conference 
will be held in New York City. Ruth von 
Bergen, assistant professor in the School of 
Public Health at the University of Minnesota 
is the administrative director. Conference 
participants will number fifty and will in- 
clude directors of programs of study in mental 
hygiene for public health nurses, other in- 
structors in this program, and field work 
supervisors of students in mental hygiene. 


WHO JUNE MEETING 


The World Health Organization will meet 
in Rome on June 13, at which time matters of 
great importance to the future health of the 
world will be considered. Main topic on the 
agenda will be discussion of the 150-page 
review of the world’s most urgent health prob- 
lems officially entitled “Programme and 
Budget Estimates for 1950.” Technically this 
includes (1) a regular budget of $7,893,000, 
financed out of the regular contributions of 
member governments and (2) a supplementary 
operating program of $9,152,520, for which 
voluntary contributions will be invited from 
members. Most important feature is the new 
approach to the health problems of the under- 
and undeveloped regions of the world by 
means of ‘Health Demonstration Areas.” 
These would be established in regions where 
populations are crippled by eradicable diseases 
such as malaria, relapsing fever, and plague 
and where there is obvious need to strengthen 
local health administrations. Other priority 
problems for which preliminary plans have 
been made are malaria, environmental sanita- 
tion, mental health, venereal diseases, tuber- 
culosis, maternal and child health, cholera, 
education of public health personnel, and 
nutrition. 
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Regional offices of WHO have been estab- 
lished at New Delhi for South East Asia; at 
Washington, D. C. for the Western Hemis- 
phere, where the Pan American Sanitary 
Union is functioning as the Regional Office. 
Newest regional office will be that for the 
Eastern Mediterranean, at Alexandria, Egypt, 
beginning July 1. 


DRIVE FOR GENERAL MEMBERS 


The Board and Committee Members Sec- 
tion is in the midst of a special drive to enlist 
individual general NopHN members, during 
which talks will be made before as many 
agency boards as possible. Anyone who 
would be able to make or arrange for such a 
talk is urged to write Mrs. Philip Eiseman, 
chairman of the section, at NopHN, 1790 
Broadway. Sample talks and other material 
will be furnished if desired. 


BOARD MEMBER GOES FISHING 


NopHn notes with pride that a member of 
the Board of Directors is the author of a book 
on the spring publication list of a well known 
publisher. She is Beatrice (Mrs. William 
Bell) Cook, and the book is “Till Fish Us Do 
Part—The Confessions of Fisherman's 
Wife,’ published by William Morrow and 
Company, price $3. 

Although (or perhaps because) she is a 
transplanted easterner, Mrs. Cook is now one 
of the Pacific Northwest's most enthusiastic 
residents. How she went to Seattle to marry 
the man of her choice (a physician and fisher- 
man); how she lingered at the altar while he 
lingered at the hospital to take care of “the 
darndest appendix I ever saw;” how he pre- 
sented her with a wedding present of a fishing 
outfit complete to hip-length boots and blue 
jeans “fitting too quickly here and there” 
(but she was not and did not intend to become 
a fisherman then); how she exacted his 
promise not to fish during their honeymoon 
(of course he broke it); how she later faced 
the dilemma of whether to be a fishwife or a 
fish widow; how she gradually became as 
ardent or at least as successful a fisherman as 


her husband and two sons; and how the 
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family came to build a home on the beautiful 
San Juan Islands (the scene of the honey- 
moon and many later fishing trips)—all this 
and more, too, is told with consummate skill 
and wit, in a style that is uniquely Mrs. Cook’s 
own. 

The book is primarily for those who fish 
or their families—even if they have never held 
a line in their hands. But everyone will enjoy 
the experiences of the Cooks. And everyone 
will develop a yen to take the next train or 
plane to this part of the country where not 
only salmon and mountains but also chuckles 
and life are king-size. 


LOAN PACKETS FOR THE NURSE _ IN 
THE SCHOOL 

The increase in postage rates and the ever 
increasing range of school nursing problems, 
about which nurses write to NoPHN for assist- 
ance, has increased the cost of maintaining the 
loan folder service. It has been decided to 
break up the materials formerly offered in one 
folder into a number of packets. 

The new packets are organized under a 
variety of headings such as: Administration of 
the school health program and qualifications of 
the nurse for school work; Helping the class- 
room teacher; Conservation of vision and 
hearing programs; Special health problems of 
individual children; College and camp nursing, 
et cetera. 

One packet, a selection of them, or all may 
be requested for loan. They are available only 
to members, and no charge is made except 
postage. Purpose of the packets is to allow 
a review of current pamphlet and reprint. ma- 
terials on various topics. Of most of the 
separate items the nurse will be able to secure 
copies for herself if she desires, but in some 
instances items now out of print are included 
because of their special value. No attempt is 
made to “cover” any subject completely. The 
contents are changed from time to time. 

The packets may be kept for 10 days. 


100 PERCENT NOPHN MEMBERSHIP 

Continuing our listing of agencies with 
individual membership in the Norn, 
we are pleased to list those from whom we 
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have heard since our last list was published. 
Alabama leads with four county health units 
listed and Pennsylvania adds three visiting 
nurse associations to its previous listings. 
Again we urge that all other agencies with 
100% membership send a special note to the 
NopHN Membership Secretary. 
ALABAMA 
Eutaw—Greene County Board of Health 
Columbiana—Shelby County Health Unit 


Troy—Pike County Health Unit 
Union Springs—Bullock County Health Unit 


ARKANSAS 
Little Rock—Visiting Nurse Association of Greater 
Little Rock 


ILLINOIS 
rast St. Louis—Visiting Nurse Association 

INDIANA 

Terre Haute—Public Health Nursing Association 
MAINE 

Piscataquis County Health and Tuberctlosis Association 
MICHIGAN 

Allegan—Allegan County Health Department 
OHIO 

Lima—Visiting Nurse Association 
PENNSYLVANIA 

Kingston—-West Side Visiting Nurse Association 


Lehanon—Visiting Nurse Association 
West Hazleton ~Visiting Nurse Association of Hazleton 
and Vicinity 


VIRGINIA 
Norfolk—-City Health Department 


FROM NOPHN HEADQUARTERS 365 


REPRINTS AVAILABLE 

Reprints from the April magazine will soon 
be ready —‘Nurse-Teacher In A School Health 
Program” (15 cents) and “Nursing In College 
Health Programs” (15 cents). From the 
March magazine, we have reprinted under one 
cover the four articles on staff education by 
Dorothy Wilson, Pearl R. Shalit, Theodora A. 
Floyd, and Edna J. Brandt (20 cents). Single 
copies are free to members. 


NOPHN FIELD SCHEDULE ° 


Staff Member Place and Date 
Lucy E. Blair Boston, Mass.—June 17-24 
Hedwig Cohen Laconia, N. H.—June 8 
Lewiston, Me.—June 9 
Mary T. Collins Philadelphia, Pa.—June 20 
Jeanette C. Johnson Boston, Mass.—June 19-24 
Dorothy Rusby Michigan—June 1-15 
Jean South Stockholm, Sweden—June 10-16 
Sweden—June 16-21 
Oslo, Norway—June 22-26 
Copenhagen, Denmark— 
June 26-July 2 
Louise M. Suchomel Syracuse, N. ¥.—June 6-18 
Boston, Mass.—June 19-24 
May field trips not previously reported included 
visits to Pittsburgh, Pa., by Anna Fillmore, and Buck 
Hill Falls, Pa., by Lillian Christensen. 


ABOUT PEOPLE WE KNOW 


Dr. Martha M. Eliot has been appointed 
assistant director general of the World Health 
Organization, with her headquarters to be 
Geneva, Switzerland. Her successor as asso- 
ciate chief of the Children’s Bureau, starting 
June 1, will be Dr. Leona Baumgartner, who 
has received a six-months leave of absence 
from her present duties as assistant city 
health commissioner of New York. 
Margaret Emmanuel is the new acting director 
of the University of Wisconsin School of Nurs- 
Margarita Sanchez has recently as- 
sumed her new duties as field director of the 
Children’s Health Service of the New York 
Diet Kitchen Association. ... S. S. Lifson, a 
member of the NopHN Joint Committee on the 
Nurse in the School, has been appointed super- 
visor of field services of the American Heart 
Association’s Public Health Division. ... The 
Vwna of Birmingham, Alabama is housed in the 
first large health center in the United States to 
be completed under the Hill-Burton Act. . 


Mary M. Roberts whom nurses have honored 
upon her retirement as editor in chief of the 
American Journal of Nursing was awarded the 
Army Certificate of Appreciation by Major 
General Bliss. He said, “Her talents in jour- 
nalism, added to her wisdom and gentle cour- 
age, have influenced the progress of military 
and civilian nursing throughout the world.” . .. 
Beulah Oldfield has been transferred from 
Oklahoma City to the Navajo Indian Reserva- 
tion in Arizona to direct a new overall public 
health nursing program. 

Lucille A, Wallis’ appointment as assistant 
chief of the Division of Public Health Nursing, 
Maryland State Department of Health, has 
been announced. Minnie E. Pohe and 
Ruth B. Scott have joined the staff of the 
Central Office of the Nursing Service of 
Veterans Administration. 

Mary Ella Chayer of Teachers College and 
Kathicen Leahy of the University of Washing- 
ton have been promoted to full professor. 


3 A 


NEWS AND VIEWS 


FROM FAR 


NEW EDITOR-IN-CHIEF 


The American Journal of Nursing is espec- 
ially fortunate in the appointment of Nell V. 
Beeby as editor-in-chief upon the retirement 
of Mary M. Roberts. Miss Beeby has 
traveled extensively and has made many 
friends in this and other countries. Her keen 
mind and inclusive interest in all that con- 
cerns nursing and nurses are splendid at- 
tributes for her new assignment. Best wishes 
and congratulations to Nell Beeby and to the 
Journal as they start another period in the 
life of a distinguished professional publication. 


1949 ANNUAL RED CROSS 
NATIONAL CONVENTION 


“Helping to meet the health needs of the 
community” will be the theme of one of the 
principal presentations in which Nursing Serv- 
ices, and other Health Services will participate 
at the 1949 annual convention of the American 
National Red Cross to be held in Atlantic City 
June 27-30. 

Inasmuch as the Red Cross carries on its 
health education program in cooperation with 
other agencies, this session will be devoted 
primarily to discussion of ways in which the 
local Red Cross chapter, through the various 
services, such as home nursing, nurse’s aide 
training, first aid and disaster service can con- 
tribute to the community health needs. In 
developing this theme, leaders in health edu- 
cation, public health and hospital administra- 
tion will indicate the needs and suggest ways 
in which the Red Cross can help meet the 
problem. 

In addition to the general discussions, a 
separate session on Nursing Services will be 
conducted Wednesday afternoon, June 29th, 
stressing how nurses can contribute to chapter 
activity with emphasis on the ways nurses may 


AND NEAR 


Nell Beeby appointed chief of Journal staff. 


earn enrollment and the opportunities such 
services afford nurses. This presentation will 
be conducted by Ruth B. Freeman, national 
administrator of Red Cross Nursing Services, 
followed by group discussion from the floor. 


COUNSELING IN NURSING EDUCATION 


Dr. Donald Young, general director of 
Russell Sage Foundation, has announced the 
appointment of Dean Margaret Bridgman of 
Skidmore College to a temporary position on 
the Foundation staff as a special consultant to 
universities in the field of nursing education. 
The appointment will be for a period of two 
years, during which Dean Bridgman will be on 
leave from her college duties. 

The Brown report, Vursing for the Future, 
by Esther Lucile Brown, of the Foundation 
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staff, recommended strongly that the prepara- 
tion of professional nurses should be con- 
ducted within institutions of higher learning. 
Dr. Brown proposed development of uni- 
versity schools of nursing in which both 
academic and professional training would lay 
an adequate foundation for subsequent ad- 
vancement to positions in the clinical special- 
ties, public health nursing, and administra- 
tion, supervision, teaching, and research. 

Many colleges and universities are now 
considering their responsibilities for profes- 
sional preparation for nursing. They have 
many unanswered questions, however, on what 
constitutes sound professional preparation for 
nursing, how programs may be financed, the 
procurement of faculty, and the like. As an 
aid in answering such questions, the Founda- 
tion is creating this two-year advisory service 
to universities, available on request. 

Dean Bridgman, who will conduct this 
service has been instrumental in developing 
the program of nursing at Skidmore, working 


‘mation concerning principles and practices of mental 


closely with Agnes Gelinas, chairman of its 
Department of Nursing and president of 
Nine. The appointment of Miss Bridgman 
to this counseling service will take effect in 
September. 


@ The first issue of the Butietin for the World 
Federation for Mental Health is off the press. Its 
purpose is to serve as a link between the Federation 
and member associations throughout the world, and 
as a world forum for the exchange of ideas and infor- 


health. Subscriptions are $1 a year, for 6 issues. 
Write to WFMH, 19 Manchester Street, London, 
W.1, England. 


@ It is now mandatory in New York State that all 
who nurse for hire must be licensed either as a ; 
registered professional nurse or as a practical nurse. 
If any nurse anticipates working in New York State, 
she should make application for licensure before 
coming to the state. Communications should be ad- 
dressed to Clara Quereau, Secretary, Board of Ex- 
aminers of Nurses, Room 413, 23 S. Pearl Street, 
Albany. 


@ The National Association of Colored Graduate 
Nurses will hold their Biennial Convention in Louis- 
ville, Kentucky on August 22-26, 1949. 


Visiting Nurse Bag) 


Adopted by Visiting Nurse Association of Chicago 


Made of genuine Seal Grain Cowhide. } 
Leather lined, double-stitched and ar- 
ranged for black rubber or white wash- 

able interchangeable linings the Visiting 
Nurse Bag combines the utmost in 
smartness and utility. 


The lining is equipped to hold in place 
six two-ounce saddle bag bottles fitted 
with ground glass stoppers together with 
nickle-plated screw caps. Loops for two 
thermometers, pen and pencil, hand scrub , 
brush, soap box, scissors and pocket for 
report book are provided. 


The bag is twelve inches long, six 
inches wide and six inches deep. Rings 
and shoulder straps can be furnished on 
special order. Prices quoted upon request. 


Best attention given to repair of bags 
and linings. 
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You know, you do more for your patient than you might think... . 

For instance, your crisp clean uniform and your air of confident 
grooming go a long way to brighten your patient’s day. 

But good grooming is more than the morning bath and a bright fresh 
uniform. Because perspiration is a continuous process. 

Mun is the safer way to preserve morning bath freshness. You'll love 
its delightful new floral odor, its creamy texture. And Mum is sure because 


it prevents underarm odor throughout the day or evening. Recommend 
it to your patients too. 


Why take a chance when 
you can MuM in a moment? 


Safer for charm... 
Safer for skin... 
Safer for clothes... 


Product of BRISTOL-MYERS, 19 West 50 Street, New York 20, N. Y. 
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Ideal For Premature, Normal Babies 


(ammonia dermatitis: 


Complete 
Units 25c : h 
Separate shoulder 


Parts 10c enables baby 


to nurse 
by com- == = 

Pression THE ANTI-AMMONIACAL 
as well as RINSE FOR NIGHT 


suction. 


Flow furth | 
OINTMENT 


Evenflo Nursing 
like Breast Feeding 


Nipples that look like the breast are not enough. 
They must provide the healthful sucking that 
Nature intended but without the frustration 
caused by collapsed nipples or the fatigue that 
results from nursing hard, stiff nipples. Equally 
bad are large-holed nipples that require no suck- 
ing at all. 

Natural Action 

The Evenflo Nipple must be nursed. But be- 
cause of Evenflo’s twin air valves, normal air 
pressure is maintained inside the bottle. This al- 
lows the milk to come smoothly and easily. Babies 
finish their Evenflo bottles before getting tired 
and make better gains in weight. 

Handiest for Mother 


Busy mothers appreciate Evenflo’s nipple, bottle, 
cap all-in-one which permits sealing both milk 
and nipple together in one compact unit for 
refrigerator or travel bag. No other nurser is so 
easy to assemble or so foolproof to use as — 


® America's Most 

Popular Nurser 

“IT BREATHES 

fe) AS IT FEEDS" 


Pharmecevtical Division 

HOMEMAKERS’ PRODUCTS CORPORATION 
380 Second Avenue, New York 10, N.Y. 
36-48 Caledonia Road, Toronto 10, Canada 
Please send me, without cost, literature and somples of DIAPARENE Tablets 
and Ointment to eliminate cause of diaper rash {ammonia dermatitis) and os 
an adjunct treatment and deodorant for the side effects of incontinence. 


MAIL THIS COUPON 


Approved by Doctors and Nurses 
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A schematic illustration of the probable action of antihistaminic drugs such as Neohetramine 
whereby they cover the cells of the shock tissue with a protective film and block histamine action. 
From the new motion picture film “Allergy” produced by WYETH INCORPORATED. 


To bring new safety to the 
treatment of hay fever... 


Neohetramine is less toxic than other available antihistaminics; its 
lower toxicity is quantitatively more pronounced than its lower 
effectiveness. 
And Neohetramine may be useful in patients in whom the other 
drugs produce marked sedation or other undesirable side-actions. 
So prescribe Neohetramine to bring new safety to the treatment 
of hay fever and other allergic conditions. 
Supplicd—Tablets 25 mg., 50 mg., and 100 mg. Syrup 6.25 mg. 
per cc. 16-02. bottles. 


Myeth Neohetramine— 
HYDROCHLORIDE 
Brand of Thonzylamine Hydrochloride 
Neohetramine is the registered trade- — ir’ i 
mark of the Nepera Chemical Co., It's Safe it’s Effective 
Inc., for its brand of Thonzylamine. dimethyl N’-p methoxybenzyl-N’- 2 Pyrimidyl) ethylenediamine 


monohydrochloride, made by Nepera Chemical Company, Inc, 
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740 Broadway, 
New York 3, N. Y. 


DESIGNERS, STYLISTS, AND PRODUCERS OF WOMEN’S UNIFORM SUITS AND COATS 


Weight 


ese progress has reached out to so 
many fields in the past few years, that 
people in all walks of life have benefited. 
The Uniform Clothing field has been promi- 
nently affected by scientific advancement. 


SMITH-GRAY has kept abreast of every 
development, and is now proud to introduce 
to the field of Public Health Nurses uniform 
clothing, a coat which will provide WArMTII 
WITHOUT WEIGHT. 


This is accomplished by a lining which 
was developed during the last war by the 
United States Army Arctic Clothing Pro- 
gram. This remarkable lining, although 
light as a feather, insulates the coat so com- 
pletely that a lighter weight material may be 
used for the coat and still provide perfect 
WARMTH WITHOUT WEIGHT. 


SMITH-GRAY has made exhaustive ex- 
periments during the past winter, and has put 
this remarkable lining to severe test. We 
have used it extensively in coats made of 
lighter than usual material, subject to hard 
usage, and worn by individuals whose occu- 
pations expose them continually to severe 
climatic conditions. 


With pride, we now offer this scientific 
achievement to Public Health Nurses every- 
where. To each we say: The incorporation 
of this lining in your next winter’s SMITH- 
GRAY coat will bring you WARMTH WITHOUT 
weicuT! 


SAITH -GRAY. 


SINCE +8645 
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Administer Efficient 


Hot Pack Therapy 
with 


POLIO-PAK HEATER 


Now—for the first time—visiting nurses can 
easily administer efficient hot-pack therapy 
to patients in their homes. Can combat the 
crippling effect of poliomyelitis by continuing 
treatment started while the afflicted were con- 
fined in hospitals! The new, portable Vollrath 
Polio-Pak Heater enables you to bring into 


any electrically wired home the same safe, 
simple method of preparing hot packs in quan- 
tity as Vollrath’s proven hospital unit. 
Vollrath’s portable is a complete unit, sim- 
ple to operate without tedious, time-consum- 
ing training or heavy expense. A nurse can 
prepare fifteen 12” x 24” double-thick hot 
packs—or equivalent—at one 
time. Can prepare and apply packs 
at patient’s bedside — without 
fuss. needless labor, or loss of time. 
Made of polished Stainless 
Steel, with no moving parts to 
wear out, the Vollrath Portable 
Polio-Pak Heater is built for 


Stands 20! inches high; fits years of service. Prompt delivery! 


space inches square. 
Complete with Stainless Steel 
“Pak-Pail,”” rubber crutch- 
feet, 12 ft. electric cord. 
Weighs only 23 Ibs 


SHEBOYGAN, WIS. 
NEWYORK + CHICAGO + LOS ANGELES 
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EXAMPLE: 
CORN PER PENNY 


Following average prices 


FRESH CORN 


38° 


CORN IN GLASS 


CORN IN CANS 


24¢ 


how your patients can have 
good food at less cost 


Full-year field check by 
19 Universities* provides significant 
data on meeting today’s living costs. 


In what form should you advise your 
patients to buy food? In CANS? In GLASS? 
FROZEN? FRESH? 

19 leading Anierican universities sought 
the answer in a 12-months’ research project 
—October, 1946 through September, 1947 
—on the COST AND AVAILABILITY of 
12 commonly used Fruits and Vegetables 
in their four regularly marketed forms. 

The resuits of this comprehensive study 
on the 12 foods boil down to this: Penny for 
penny, canned foods in general give consumers 
more food for their money, as well as more 
nutritional values. Most foods in cans cost less 
than the same foods in glass—less than fresh 
foods—and far less than frozen foods. 


Sound Recommendation 

The more closely you study the known 
nutritional values of foods in cans, their 
high percentage of year-round availability, 
and their /ow cost generally, the more justi- 
fied will you feel in recommending this 
solution to today’s high cost of living. 
FREE booklet giving full details of Comparative 
Cost and Availability Study. Copies of previously 


published booklet, ‘“‘Canned Foods in the Nutri- 
tional Spotlight,” are also yours for the asking. 


l ¢ 
pers Can Manufacturers Institute, Inc. ra] 
AN MANUFACTO 11, 60 Fast 42nd Street, New York 17, N.Y. 
60 East 4and Sue Please send me, free of charge, 
| copies of the new booklet e entitled: “Canned | 
Foods in the Economic Spotlight.” 
Name 
*For full details see ‘Comparative Cost and Avail- Address_ 
ability of Canned, Glassed, Frozen, and Fresh | City - Zone State | 
Fruits and Vegetables” in the April, 1948 issue of 1 Food 
he Journal of the American Dietetic Association. Oo Also — 
in the Nutritional Spotlight. 
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At Your Drugstore 


ing Chemists RAHWAY, No. 
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- Meat and the Management 


Of Macrocytic Anemias 


A recent clinical study* on the efficacy of vitamin B,, in mac- 
rocytic anemias emphasizes the value of a diet high in complete 


protein in the general management of these conditions. 


In addition to specific antianemia therapy ‘‘a diet rich in 
animal protein’ is recommended as one of the principles of 


treatment in pernicious and related macrocytic anemias. 


Meat deserves a prominent place in the dietary of these 
anemias. It is an outstanding source of complete protein, pro- 
viding all the amino acids essential for blood formation and 
tissue repair. In addition to its notably high content of com- 


plete protein, meat is one of man’s best natural sources of 


B-complex vitamins and iron. 


The excellent digestibility of meat makes possible its use 
twice or more times daily when required by dietary demands. 
*Spies, T. D.; Suarez, R. M.; Lopez, G. G.; Milanes, F.; Stone, R. E.; 

Toca, R. L.; Aramburu, T., and Kartus, S.: Tentative Appraisal of 


Vitamin B,2 as a Therapeutic Agent, J.A.M.A. 139:521 (Feb. 19) 
1949. 


The Seal of Acceptance denotes that the nutri- 


tional statements made in this advertisement Wegeee®e 

are acceptable to the Council on Foods and A is 
Nutrition of the American Medical Association. “*sinace 


American Meat Institute 


Main Office, Chicago...Members Throughout the United States 
In responding to an advertisement say vou saw it in Public Health Nursing Al5 
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Beec -Nut 


FOODS “ BABIES 


Widely accepted and recommended by 
doctors, pediatricians and food special- 
ists for their favor and high food value. 


Babies love them—thrive on them 


“ACCEPTED”: Beech-Nut high standards 

* of production and ALL ADVERTISING have 
been accepted by the Council on Foods and 
Nutrition of the American Medical Association. 


There is a complete line of Beech-Nut Strained and Junior Foods 


Packed in glass 


* 
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A FIRST IN PUBLIC HEALTH NURSING! 
NEW PUBLIC RELATIONS HANDBOOK 
FOR ALL AGENCIES! 


Written by Epvirti WENSLEY 


Illustrated by Dower 


Whether you are associated with a governmental or voluntary 
agency, whether you are a nurse or non-nurse, a member of a 
board of directors or of a citizens advisory committee, a field 
nurse or a public health nursing director you will find help in 
this new NOPHN publication. 


This 96-page handbook tells you: 


. what public relations really is 

. how sound public relations will benefit your 
agency 

. how to organize a public relations committee 

. how to plan a sound public relations program 

. how to divide your community into its many 
publics 

. how to earn the understanding, good will and 
support of those publics 


. how to use publicity tools such as newspapers, 
television, speeches, letters, annual reports, 
leaflets, exhibits, formal meetings, at-homes, 
motion pictures 


Place your order now for a copy. Use the convenient order blank below. 


NATIONAL ORGANIZATION FOR PUBLIC HEALTH NURSING 
1790 BROADWAY, NEW YORK 19, N. Y. 


| enclose $....__ for copies ($1.25 a copy) of “Building Sound Public 
Relations.” 

Street 

Town ....... Zone 
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POSITIONS AVAILABLE 


WANTED -Three qualitied public health nurses tor 
Maricn County Health Department. lecated in 
Salem. Oregon, situated in the heart of the beautiful 
Williamette Valley Maiestic Cascade Meuntains in 
full view just to the east; Pacific coast less than one 
hour's driv $250 a month to start; transportation 
furnished. Permanent. Write: Harold M. Erickson, 


M.D., State Health Officer, 1022 S.W. 11th Avenue, 
Portland 5, Oregon 

WANTED—Statf school nurse for small, well-or 
ganized school health department in loveliest spot 
on Pacific Coast Beginning salary about $2,850; 
35 hour week; work nine calendar months, twe 
weeks’ Christmas vacation, Easter week. Annual in 


crement for 10 vears, tenure three vears. B.A 
and P.H.N. degrees, own car. Send photograph, age, 
degrees, training and experience, marital status, num 
ber of children. Apply: Box DC, NOPHN, 179 
Bro: New York 19,N. Y 


alter 


WANTED—Public health nurses for positions on ail 
levels in urban and rural agencies, official and pri 
vate, in various parts of the country. No fee. Ap- 
ply in person or write to Nurse Counseling and 
Placement Office, New York State Employment Serv- 
ice, 119 West 57th Street, New York 19, N. Y. 


THE WEST VIRGINIA 
PARTMENT will accept 


STATE HEALTH DE 


applications tor the fol 


lowing public health nursing positions to be filled 
July 1, 1949 

Registered graduate nurse--No- formal public 
health nursing education or experience required. 


Salary range, $2400-$2640. 
Public Health Nurse-—Class B—Completion of one 
semester’s or two quarters’ work in public health 


nursing in an approved) program. Salary range, 
$2520-83000 
Public Health Nurse--Class A-—Completion of one 


year’s approved program ot study in public health 
nursing. Salary range, $2760-$3240. 

Public Health Nursing Supervisor (state level) 
Completion of one vear’s approved program of study 
in public health nursing in addition to two years 
esperience in a family health program under qualitied 
supervision, and one year’s experience as a gener- 
ilized public health nursing supervisor. Salary range, 
33300-83840. WRITE: Dr. N. H. Dyer, Commis- 
sioner, W. Va. State Department of Health, Charles- 
ton 5, W. Va. 


WANTED—Supervisor for staff of 15 nurses; pri- 
vate organization; bedside care and maternity serv- 
ice; salary based on experience, 40 hour week; 
vacation with pay; sick leave; retirement plan. Re- 
quirements: thorough field experience; 1 year of 
postgraduate study; some knowledge of supervision. 
Opportunity for advancement. Write: Visiting Nurse 
Association, 316 Elizabeth Street, Utica 3, New York 


THE WEBSTER BAG FOR PUBLIC HEALTH NURSES 


with these 


FEATURES 


e INSIDE... 
Washable plastic lining. 


Plastic envelope 
Loops to fit your own 


for apron 
requirements. 


One year guarantee against manufacturing defects 


e OUTSIDE . 


Good looking and light weight °¢ 


Shoulder strap or 


hand carriage ¢ Lettering according to specification 


Each bag numbered for identification ¢ 
sign new Talon Zipper °¢ 


ind note pad ° 


Special de- 
Outside pocket for purse 


Fine quality black cowhide leather. 


H. A. WEBSTER ASSOCIATES : P.O. Box 10, Milford, Massachusetts 
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STYLE UNIFORM 
IN CRISP, COOL, PIN NEAT 


@ OFFICIAL CRAMERTON FABRIC 

@ CUT EXTRA FULL AND EXTRA LONG 
@ YOUR EXACT SIZE 

@ AMPLE SHOULDER WIDTH 

@ SNAP-IN SHOULDER PADS 

@ OCEAN PEARL BUTTONS 


$9.45 
Sizes 

JUNIOR 9-15 

MISSES 10-46 

@ SEPARATE WHITE COLLARS (60c extra) 

@ EXTRA WHITE BOWS (35c each) 

@ OVERSEAS CAPS TO MATCH ($1.75 each) 

@ SMARTLY STYLED BERET TO MATCH ($2.25 


ALSO IN NAVY BLUE NYLON! 
($13.50) 


TO ORDER... 


Send height, weight and 
dress size Enclose $2.00 
deposit. Balance C.0.D. Pay 
in advance for all other 
items desired. 


ANNIVERSARY 
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™\Hopkins Tailoring Co. 


107 W. FAYETTE STREET, BALTIMORE 1, MD 
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These two c-o-o-| NOPHN 
Style Dresses will swiftly win 
~ your friendship! Both are 
masterfully tailored by 
BRUCK’S to retain their 
perfect fit even after 
many washings. So 
wonderful to wear, 
these two, and so easy- 
to-care-for . . . in more 
ways than one! 


Style 666-N 


Navy Blue NYLON Dress ee NL ki: 
® Washes and dries in a wink = 
® No ironing necessary 
® Snap-in shoulder pads 


SIZES 10 to 20, ‘ 
| 
Special Introductory Sale 


Style 930 


SEERSUCKER DRESS 


® Lapel front collar 
® Small back collar 


SIZES 10 to 20, 40 to 46 
(Regularly 
Now 7.95 


SEERSUCKER CAP 
Matches dress 


iarge . 91,50 


STYLE 666-N 


ORDER NOW! 
STYLE 930 


ASK FOR FREE CATALOG 


VISIT OUR SHOPS 


Mail Orders to: 


NEW YORK 387 FOURTH AVENUE 
DETROIT . 2539 WOODWARD AVENUE 

DEPT. PH-6 
PITTSBURGH 541 WOOD STREET 
CHICAGO 17 NORTH STATE STREET New York 16, N. Y. 
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